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Professional Issues Essay
How do we understand the context of mental health, mental illness and mental 
wellbeing when people are experiencing material poverty? What psychological 
frameworks do we have to offer to support such people?
“That's what’s awful about really not having money...the tiniest thing is a threat. ” 
Introduction
Money made the headlines in 2011. Across the Western world the effects of recession were 
felt. Businesses were forced into administration, leaving thousands out of work. Riots over 
financial cuts took place Europe, bringing political change and government overthrow. In 
Tunisia, a young man’s poverty led Mohamed Bouazizi to self-immolate, and in doing so 
sparked the ‘Arab Spring’, a revolution that has dramatically altered the face of the modem 
world.
Yet for many of us, life has not changed much. There is less money to go around, but still 
enough to live comfortably. We sit far enough above the breadline to be buffered from the 
severest effects of poverty: physical, social and psychological. As Clinical Psychologists, 
however, we regularly encounter individuals experiencing material poverty, both those who 
are newly encountering this land of hardship and those who have grown up inhabiting it. 
How we formulate the effects of poverty on mental health and mental ill-health, and how we 
intervene to assist in this social problem (far beyond the scope of our clinical practice), is 
explored in this essay. The first section considers the context of poverty on mental health, 
illness and wellbeing; the second explores psychological frameworks that can be assist with 
the impact of poverty on individuals’ and communities’ mental state.
One recurrent difficulty encountered here was how to adequately incorporate the ‘service 
user’ view of this problem, as no one is ever referred to NHS psychiatric services diagnosed 
as suffering from ‘poverty’. Examples of the service user voice have therefore been drawn 
from wide-ranging sources and do not necessitate that the individual has received NHS 
psychiatric care.
Definitions: poverty, mental health, mental illness, mental wellbeing
Firstly, it is important to understand what we mean by poverty. The Oxford English 
Dictionary defines poverty as ‘the state of being extremely poor’ (“Poverty”, n.d.). The UK 
Government defines poverty as income below 60% of the median UK household income 
before and after housing costs. In 2009-10, this meant that 22% of the British population 
was living in poverty after housing costs were taken into account (Department of Health,
2010). However, there is no universally-agreed definition, and as a result research cited here 
may define the concept in different ways.
The question of distinguishing between mental health, illness and wellbeing also arises. The 
World Health Organisation (WHO, n.d) uses the following definition:
“Mental health is not just the absence of mental disorder. It is defined as a state of 
well-being in which every individual realizes his or her own potential, can cope with 
the normal stresses of life, can work productively and fruitfully, and is able to make 
a contribution to her or his community.”
Thus we understand that mental health and wellbeing are connected, and involve more than 
the absence of a recognizable disorder. For the purposes of this essay, mental health, illness 
and wellbeing will be considered as lying on a spectrum, and not as mutually exclusive 
concepts i.e. someone may experience a mental illness and yet achieve mental wellbeing. I 
believe it is important not to overly-engage with the discourse around different labels for 
one’s mental state, as it risks “debates... about what we call the world rather than about the 
reality of that world” (Rogers & Pilgrim, 2010, p.50).
Who is more likely to live in poverty?
Members of society are not equally likely to be affected by poverty; those living in poverty 
tend to be those who would already experience social exclusion for other reasons. For 
example, across all age groups and all work statuses, people from BME backgrounds are 
more likely to live in low-income households than White British people 
(http://www.povertv.org.uk/summarv/ethnic.htmT This reality adds another potential layer 
of difference to the relationship between Psychologist and Carer/Service User. It may 
extend the existing power imbalance between these roles, and lay bare assumptions related to 
wealth/poverty that both parties are unwittingly applying.
Does living in poverty affect mental health?
It is widely documented that material poverty and poor mental health are linked; a recent 
review concluded that “both individual income...and income inequality...make a difference 
to health and social problems” (Rowlingson, 2011). Adults in the poorest fifth of society are 
more likely to develop mental health problems than those in the richest fifth (approximately
25% versus approximately 10%: Department of Health, 2010), although a cause and effect 
relationship is as difficult to determine as the proverbial chicken and egg. There are two 
main hypotheses about the reasons (Rogers & Pilgrim, 2010, p.52): that individuals with 
mental health problems “drift down the social scale” as their problems prevent them from 
maintaining their class position and force them to move to poorer areas, or that poverty itself 
causes mental health problems through the various associated stressors e.g. poor housing and 
diet.
Considerable evidence indicates a link between poverty and common mental health 
problems. Reading & Reynolds (2001) report that “measures of socioeconomic 
disadvantage consistently predict depression”, and they found that worries about debt were 
the strongest predictor of depression among young mothers. In this way, financial hardship 
may contribute to mental health problems by increasing sources of anxiety and depression, 
as highlighted in qualitative research: “Fve got to put my money away for bills before I can 
relax and even think about food (Kempson, 1996). Other studies found that severity of debt 
is linked to severity of suicide attempts among young men (Hatcher, 1994, in Reading & 
Reynolds, 2001), and lack of employment is linked to feelings of worthlessness among older 
men: “Fm too old at 40. Ready for the heap” (Kempson, 1996). Therefore material poverty 
seems to result in many of the factors we know to be important in causing or maintaining 
anxiety and depression, such as low self-esteem or negative self-beliefs.
Poverty in childhood
Experiencing poverty in early life has been shown to have an impact on children’s 
development, with those living in poverty producing lower cognitive outcomes than their 
better-off peers (Najman et al., 2009). This study also found that prolonged exposure to 
poverty predicted the magnitude of this reduction in scores. The long-term impact of this 
may be that it is more difficult for these individuals to move themselves out of material 
poverty, as they have less-developed cognitive resources to draw on in future life.
Growing up in poverty also appears to have a negative impact on mental health.
Longitudinal research found that living in poverty for any part of life between ages 1 and 21 
was associated with both anxiety and depression, and this link was strongest during 
adolescence (Najman et al., 2010). They cite the “cumulative effects of poverty”, such as 
conflict between parents and lower academic achievement, as possible reasons for this.
Other researchers have found that adolescents’ understanding of familial poverty is linked to
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and Kaltiala-Heino (2006) in Dashiff et ak, 2009), all of which can contribute to developing 
major mental health problems such as depression. It is clear how poverty here may work as 
an additional stressor; as well as dealing with the normal tribulations of adolescence, 
teenagers experience more shame and insecurity as a result of familial financial struggles.
Poverty, Families and Neighbourhoods
Living in poverty affects family networks, and evidence suggests that parenting style is in 
part influenced by living in poverty. For example, Pinderhughes, Nix, Foster & Jones’ 2007 
review reports that parents display less warmth and use harsher discipline when living 
among neighbours experiencing poverty, as do parents living in dangerous neighbourhoods. 
Adolescent perceptions of a punitive child-parent relationship has been associated with 
depression (Sagrestano, Holmbeck, Paikoff & Fendrich, 2003, in Dashiff, DiMicco, Myers & 
Sheppard, 2009). The impact of economic poverty on adolescent mental health raises the 
risk of both ‘internalising’ mental disorders such as depression, as well ‘externalising’ 
mental disorders (e.g. ADHD, Conduct Disorder) and this relationship is mediated by 
maternal warmth and harsh parenting (Gonzales et al., 2011), more likely found in those 
living in poverty.
It is also the case that some factors known to contribute to poor mental health are more 
common in less well-off neighbourhoods e.g. domestic violence, substance misuse. This by 
no means indicates that being poor makes one more likely to commit violent acts or abuse 
substances, but rather that a link exists and those living in poverty are more likely to 
experience these factors. This is important for Clinical Psychologists for two reasons: firstly, 
in collaboratively exploring the possibilities of comorbid physical or mental health disorders, 
and secondly, for considering the absence or presence of such factors in an individual’s early 
life and subsequent impact on their core beliefs and view of the world.
Does increased wealth lead to mental health?
Material poverty clearly has a negative impact on mental health (Heflin & Iceland, 2009) and 
needs to be incorporated into formulation on an individual basis. However, well-off people 
are not immune from mental health problems; the link is not cause and effect. Interestingly, 
it does not follow that mental health, wellbeing or happiness increases exponentially with 
wealth i.e. the richest in our society are not necessarily the happiest. Rather there is a
complex interaction whereby once the majority of a population is not experiencing poverty, 
happiness is no longer correlated with income (Rogers & Pilgrim, 2010, p.268). In fact, 
happier societies appear to be those that have lower levels in inequality between citizens.
Relative economic inequality is important when considering poverty in terms of impact on 
mental health. This means that the effects of poverty stretch beyond the concrete difficulties 
associated with living on a low/no income, and perceptions of relative wealth have an impact 
on an individual’s mental wellbeing. Some studies have concluded that living in societies 
with a vast income gap between social classes acts as a constant reminder of what one has, or 
has not, got: “the poor are continually confronted by their relative deprivation” (Najman et 
al., 2010). This is supported by findings such as mothers’ subjective, but not objective, 
material poverty has been linked to higher levels of harsh parenting and lower levels of 
maternal warmth in studies looking at adolescent mental health problems (Gonzales et al.,
2011). The subjective perception of relative wealth therefore influences mental health and 
wellbeing.
Stigma
Material poverty brings stigma and is fi-equently referenced in the available ‘service user’ 
literature. For example, children living in material poverty experience bullying from other 
children: “Sometimes they say: ‘Look at the horrible clothes he’s got on. I’m not playing 
with you, you look horrible’” (Kempson, 1996). Homeless adults also speak of these social 
effects of poverty, as this poem from The Big Issue magazine illustrates:
There are so many homeless people up and about the country 
That are frowned upon or looked down at by society 
And being labelled the BLACK SHEEP of the family 
They don’t get accepted in the community (T’cha, 2011)
This poet succinctly captures the experience of being an outsider in a community as a result 
of poverty and homelessness. It is understandable how people can develop feelings of shame 
and worthlessness about themselves when such judgments are made about them by society, 
based purely on the assumptions people hold about them because of their economic status.
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Summary: the context o f poverty
In summary, people living in poverty experience greater numbers of stressors and are more 
at risk of factors contributing to common mental health problems. These stressors may also 
have a negative effect on interpersonal relationships and cause problems in systems (e.g. 
family). The effects of stigma are profound and seem linked to negative thoughts about 
oneself and the world, also factors known to cause and maintain mental disorders. People 
living in poverty feel that they are rejected by others and let down by social systems -  they 
suffer the effects of exclusion in multiple ways. There are thus a myriad of opportunities for 
Clinical Psychologists to work with the effects of poverty, although it is unlikely that they 
will be so labeled within the NHS.
It must be stressed that within the limitations of this essay, the psychological frameworks can 
only be addressed in a superficial manner and that each has its own epistemological and 
theoretical controversies. The evidence base for each therapy is also questionable in the 
context of being efficacious for dealing with the effects of poverty, as although we may be 
able to link poverty with e.g. depression, it is not completely defined which aspects of 
poverty lead to such mental health conditions. The theories and interventions suggested for 
addressing the psychological needs of those living in poverty are therefore based on the 
author’s understanding of this link given the evidence outlined earlier in the text.
Narrative therapy
Narrative therapy was created by White and Epston (1990) and argues that for problems to 
be dealt with, they need to be viewed from within their social, political and cultural contexts. 
This allows people to separate themselves from the problem-saturated narratives they have 
developed due to “oppressive social factors” (Morgan, Brosi & Brosi, 2011). Etchison & 
Kleist (2000) highlight that people living in poverty in Western culture can be seen as 
“failures or deficient”, and that there may be benefits to re-scripting the attributions that 
people make about themselves based on the socio-cultural and political oppression stemming 
from material poverty. Narrative approaches provide the opportunity to truly appreciate that 
“different individuals have arrived at any particular level of income, occupational advantage 
or prestige...[with] different life histories behind them” (Rogers & Pilgrim, 2010), by 
helping individuals to incorporate this life history into an understanding of any mental health 
difficulties they have.
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A primary element of narrative therapy is externalizing the problem. In this way, people 
might be helped to recognize the effects of poverty and connect this to their mental health 
and wellbeing. For example, we have seen that poverty can have detrimental effects on 
parenting, and that the harsher parenting style associated with poverty has links to adolescent 
depression. Using a narrative approach with families could help them to understand that 
some of the conflict they experience is not due to personal differences, but rather to a wider 
shared experience of living with the stresses of poverty. This in turn empowers the family to 
construct unique redescriptions of their problems and unite behind this shared description. 
Limited research thus far suggests that narrative therapy is effective in working with this 
client group (see Etchison & Kleist, 2000, for a review).
Sociological research lends support for narrative-based approaches for addressing poverty; 
research has identified that “professionals [GPs] emphasize diagnostic categories (like 
depression) based upon a symptom approach to presenting problems. In contrast, patients 
themselves understand their problems within a unique biographical context situated in time 
and place. These attributions within a life story include factors such as poverty” (Rogers & 
Pilgrim, 2010, p.62). Qualitative research with homeless service users supports this: “I’ve 
been diagnosed with chronic de-motivation, split persona, and an extreme histrionic 
personality disorder, all of which is boxes that I see that try and identify me as something 
that they can manipulate into bite-size chunks” (Ogden & Avades, 2011). This suggests that 
service users themselves may try to make sense of their difficulties based on contextual 
factors and integrating information into a whole, which aligns with the narrative approach.
Cognitive Behavioural Therapy
Cognitive Behavioural Therapy (CBT: Beck et al., 1979) is a widely-used therapy within the 
NHS, and has a dual approach to managing problems: tackling the negative cognitions that 
an individual has about themselves, others and the world, and addressing any problem 
behaviours the individual has developed that are maintaining the problem. CBT asserts that 
people typically engage in a number of cognitive errors that lead to faulty judgements and 
distress, such as ‘all or nothing thinking’, ‘mind reading’ and ‘discounting the positive’.
This approach could be particularly useful for combating some of the negative effects of 
stigma, and the feelings of shame and worthlessness voiced by people living in poverty. For 
example, the earlier quote from a man struggling to find employment, “I’m too old at 40. 
Ready for the heap. It’s terrible” (Kempson, 1996), seems to illustrate ‘all or nothing 
thinking’, in that his failure to secure employment equates to him being a complete failure in
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his life and serving no further purpose. Challenging this thinking could promote an 
alternative view that would be more consistent with mental wellbeing e.g. finding examples 
of other areas in this man’s life where he is productive and useful would help to challenge 
his belief that he is no longer worthwhile, and promote a healthier self-image.
Similarly, the shame and humiliation of living in poverty and debt causes people to “feel 
degraded. You think other people know that you are in debt. You think you have done 
something wrong” (Kempson, 1996). Again, this perspective is entirely understandable and 
the speaker may be correct in that other people know they are in debt and are judging them 
for it. It may be, however, that this individual is engaging in ‘mind reading’, and this mind 
reading is leading them to feel shame and distress, and therefore challenging the validity of 
this assumption about others’ knowledge could reduce their negative emotions. CBT may 
provide an alternative perspective on some of the consequences of living in poverty, which 
could help to alleviate mental distress.
Compassionate Mind approach
Compassion-based approaches to psychotherapy developed from Buddhist teachings, and 
endorse applying principles of compassion to one’s own self-regard and to others (Barnard & 
Curry, 2011). Compassion-based therapies promote taking a kind attitude towards oneself 
rather than a harsh, critical stance, viewing mistakes as part of the natural human condition, 
and learning to be mindfully aware of distressing thoughts and feelings rather than engaging 
with them. The theoiy behind compassionate mind approaches stresses the negative 
outcomes of self-criticism, and there is empirical support for the link between higher levels 
of self-compassion and better mental wellbeing and life satisfaction (see Barnard & Curry, 
2011, for a review).
Compassion-based approaches to dealing with the effects of poverty on mental health may 
be useful because they address the interpersonal aspects of poverty, such as shame and 
stigma, by considering their relation to an individual’s ideals and desires. According to 
Gilbert (2010, p.53) “we have a need to live positively in the minds o f others’’ and “our sense 
of security, safeness and well-being is linked to how we think we exist in the minds of 
others” (p.363). Gilbert asserts that this need to ‘live positively’ then leads individuals to 
make comparisons between themselves and others and judge themselves based on these 
comparisons. For those living in poverty these comparisons may be negative, and may 
contain “attributes of the ‘undesired self” (Gilbert, 2010, p. 359), a self in opposition to that
13
individual’s ideals. Thus, by creating high standards for oneself, comparing oneself to others 
in society and failing to reach these standards that others are perceived capable of, people 
engage in self-criticism and a negative spiral to mental health problems emerges.
Compassionate approaches permit individuals to feel sadness about their situation, whilst 
discouraging self-criticism as this is focused on the past. Instead, it advocates 
“compassionate self-correction...[which], when accompanied by compassionate feelings, 
can inspire us and help us face mistakes and learn from them” (Gilbert, p.372). For those 
living in material poverty, it may be important to validate their experiences and the hardships 
they face, ‘allowing’ people to recognize the sorrow inherent in such difficulties. 
Accompanying this with self-compassion, rather than self-criticism, could then assist people 
in making choices about their future, coping with living in conditions of poverty and the 
struggle to move out of this realm. This could be particularly useful with, for example, 
individuals struggling with managing a shared responsibility for their life with those in 
charge of the benefits system or providing services. “He didn’t do anything for me. I’ll be 
honest with you, I was very frustrated. Then I actually stopped seeing him... I felt, sort of let 
down.. .actually I’ve let him down loads of times, too many. I can’t actually remember how 
many times I’ve let him down” (Ogden & Avades, 2010). This quote is taken from a 
homeless man talking about a mental health professional, and his language clearly illustrates 
his frustration with the system and the failure of someone within that system to help him, but 
this is quickly linked back to thoughts of his own personal failures and self-criticism. Self­
compassion would encourage this man to acknowledge his sadness for the lack of help in his 
environment and his difficulties engaging with services, but look at the possibility for change 
in the future, and building on positives (e.g. number of appointments he attended, rather than 
those he did not attend).
Acceptance and Commitment Therapy
Acceptance and Commitment Therapy (ACT: Hayes, Strosahl & Wilson, 1999) is one of the 
‘third-wave’ CBT treatments, and it aims to cultivate psychological flexibility and assist 
people in working towards goals that correspond to their values. The theory of ACT asserts 
that many psychological problems can be joined under the umbrella term of ‘Experiential 
Avoidance Disorder’, as many common psychological problems involve avoiding feared or 
difficult experiences (Ruiz, 2010). Such avoidance is counterproductive, as it alleviates 
distress short-term but actually reinforces the fear of the situation or stimuli, thus 
maintaining the disorder.
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A large part of ACT involves ‘value clarification’, a process whereby people examine their 
values and make decisions, even a hierarchy, of new values. This may be a useful process 
for individuals who are required to devote substantial amounts of their time and thought to 
managing money. The aims of ACT are always to counteract this ‘experiential avoidance’ 
and so in clarifying one’s values, one should then be more able to engage with experiences 
that were previously found to be overwhelming. For example, if family or social support is 
valued above wealth, this may help people to become aware that they have been so 
preoccupied with thoughts about poverty that they have had less time for their family, which 
may have had a negative impact on family relationships. Qualitative data from Kempson 
(1997) illustrates this point well: “Little things that never mattered before are suddenly major 
issues and you fight over them. I fight with him[her husband], I shout at the kids, he does as 
well and the kids cry.” Value clarification may help the speaker here to observe the 
transformation of “things that never mattered before” into “major issues”, and reverse this 
process and the subsequent damage caused.
ACT also promotes examining the “self as a context” (Ruiz, 2010), by which individuals are 
encouraged to take a meta-cognitive view of their difficulties and see these as experiences 
they are going through, rather than essential qualities of themselves that they must engage 
with emotionally. ‘Self as context’ gives people the opportunity to step back from their 
situation and decide what behavior to implement i.e. whether or not to avoid the situation. 
Promoting cognitive awareness of the struggles of living in poverty could help people in a 
manner similar to the externalizing process of narrative therapy -  gaining some separation 
between the individual and the problem allows for a greater prospect of dealing with the 
problem rationally and calmly, rather than responding emotionally and with less considered 
thought.
Recovery approach
The recovery movement does not stem from one individual and their theory of mental 
wellbeing; rather it has been developed by service users and represents a philosophical 
stance to mental healthcare. The appeal of the recovery approach is in its flexibility to be 
tailored to fit an individual, hy that individual themselves: “Once recovery becomes 
systematised, you’ve got it wrong. Once it is reduced to a set of principles it is wrong. It is 
a unique and individualised process” (Deegan, 1999, in Repper & Perkins, 2003, p.48)
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Many aspects of the ‘recovery approach’ align well with the needs of those experiencing 
mental health problems and living in poverty, as there is shared emphasis on recovery and 
social inclusion. The model argues that mental health problems cause multiple 
disadvantages, including the cognitive and emotional manifestations of illness, the 
individual’s interpretation of these manifestations of illness, and the social disadvantages 
people with mental health problems experience e.g. poverty and stigma (Repper & Perkins, 
2003, p.93). Thus for people to truly recover, there must be not only recovery from clinical 
symptoms and a “social recovery... [meaning] reduction of the social disadvantages that 
people face, and [improving] the extent to which they are able to circumvent such barriers in 
order to access the roles, relationships and activities that they value” (p.94).
The model facilitates the individual to tell their story in order to make meaning from it and 
regain control. It aims to help the individual rediscover or recreate an identity separate from 
that of their illness (or in this case, their illness and their poverty), and find means of 
experiencing success in this identity e.g. by helping the person to prepare for a job interview 
so they believe they are an individual capable of employment.
Fitzpatrick, Piko, Wright & LaGory (2005) studied the effects of personal and social 
resources (including wealth) on adolescents’ depressive symptoms, and concluded that 
individuals need a combination of psychological and social resources to counteract the 
effects of stressors such as poverty. Interventions looking to bolster self-esteem should help 
individuals to buffer the effects of living in poverty, and the recovery approach promotes just 
this idea. Service user support for the approach and the process by which it is effective is 
evident: “I started waking up and I started knowing that there were possibilities for life 
outside that room... [my nurse] knew I had potential and talent and all this and that I could 
get better, and I knew it too” (Betty, cited in Davidson & Strauss, 1992, in Repper &
Perkins, 2003, p. 106).
Beyond psychological frameworks -  the wider role of Clinical Psychologists in the NHS
A common misconception of the role of Clinical Psychologists is that our work is entirely 
devoted to therapeutic practice. One sociological text on mental health and illness asserts 
that “all that the therapeutic professions can do is offer coaching in coping strategies for 
individuals..., family interventions...and, at its most extensive, local community psychology 
initiatives” (Rogers & Pilgrim, 2010, p.264). However, New Ways of Working (Taylor & 
Lavender, 2007) lists a range of duties for Applied Clinical Psychologists, including
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“Research, evaluation and audit skills; Training and development, clinical supervision and 
advice; Planning and delivery of innovation and service improvement projects; Clinical 
leadership which may be clinical capacity building, managerial or research based.” Clinical 
Psychologists in the NHS can tackle the effects of poverty by planning and developing 
services to promote the most useful treatments for the client group, and developing new care 
pathways to help stream people into appropriate services. There is also the responsibility to 
protect existing services during times of financial hardship nationwide, and to champion the 
continued presence of services for those most in need.
Clinical Psychologists play a large role in leading and supervising teams, both in terms of 
dynamics between team members and the team ethos and values. This is important when 
working with those experiencing material poverty, as Clinical Psychologists can promote the 
incorporation of wider social factors (such as living in poverty) into formulations of an 
individual’s difficulties, and help to develop a shared team understanding that takes these 
factors into account. This may help a team to work better with individuals with multiple and 
complex needs and receiving support from multiple services, as those living in poverty are 
likely to be.
Recently, social inclusion advocates have begun to reject the concept of ‘stigma’ for 
individuals with mental health problems, arguing for a focus on ‘discrimination’ instead.
The reason for this is that stigma focuses the onus on the individual and seems to locate them 
as responsible for their situation. Discrimination, however, focuses on the behaviours of 
those whose actions are motivated by stigmatised views (Repper & Perkins, 2003, p.205). In 
a similar vein, this essay has focused on the effects of poverty on an individual’s mental 
health and wellbeing, and ways in which psychologists can help individuals adapt to cope 
with these effects. A ‘preventative medicine’ approach, tackling the causes of poverty rather 
than the effects, should always be part of a wider agenda that Clinical Psychologists call for, 
as this is the real key to 
promoting mental wellbeing.
Conclusion
This essay has explored the context of poverty on mental health, illness and wellbeing, and 
the psychological frameworks that Clinical Psychologists can employ when intervening with 
people experiencing material poverty. It is a vastly complex issue and I do not begin to 
suggest that it has been adequately dealt with in this essay, for example, ideas of resilience in
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the context of mental health have not been discussed, nor has the application of community 
psychology models to working with effects of poverty.
What has been discussed points to an overarching theme of poverty: “That’s what’s awful 
about really not having money...the tiniest thing is a threat” (Kerr, 2012). It is not that 
living in material poverty per se results in mental health problems, but rather that one is 
battling a disproportionately larger number of threats at any one time, and likely has less 
psychological and social resources to manage these threats. Many theories of mental health 
problems such as schizophrenia and bipolar disorder argue for a stress-vulnerability model of 
illness: an individual has an underlying vulnerability predisposing them to the disorder, but it 
is in the face of overwhelming threat that mental health difficulties may emerge. It is at this 
point that clinical psychologists may step in but we are clearly working with a much wider 
social issue, many aspects of which we cannot alter.
Although a multitude of frameworks exist that are applicable to the effects of poverty on 
mental state, a quandary exists for NHS Clinical Psychologists, who are obliged to adhere to 
NICE guidelines. If I am required to treat someone’s depression using CBT for depression, 
how can I justify my use of any other therapeutic model and treatment even if I believe it to 
be effective? And if the answer to this is to run studies into the effects of, for example. 
Compassionate Mind therapy or ACT for people experiencing depression and living in 
material poverty, how are we to define this latter concept in a meaningful way, given that we 
have established it as a wide-encompassing and fluid construct? These questions are wider 
service level ones to be discussed, and fortunately the expanding role of Clinical 
Psychologists means we are in a position to attempt this.
However optimistic I feel about the possibility for service development and change, I feel 
Paul Gilbert (2010, p.502) succinctly expresses my view about social and community needs 
that we need to be mindful of:
“We must endeavour to create social milieu that impact on our personal and working 
relationships, our values and our goals. Compassion needs to percolate through our 
economic, health and educational systems. If we continue to pursue only efficiency, 
we may have a wonderfully efficient society that’s just horrible to live in.”
What matters to individuals is being able to survive and thrive as part of a caring group, and 
Clinical Psychologists can influence this by starting the changes at home. We can hope.
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then, to enhance mental health and wellbeing for all, knowing that “[when] you’re not 
excluded...it’s a totally different world” (Kempson, 1996).
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1. ABSTRACT
Third-Wave Cognitive Therapies have proven effective in treating a range of psychological 
disorders, and over the last decade these therapies have been adapted for psychosis. This 
review outlines the research into Third Wave Therapies for psychosis and discusses the 
means by which they appear effective. Studies have demonstrated effectiveness in 
symptom reduction, believability and associated distress, as well as benefit from the social 
aspect of group interventions. However, studies are preliminary and current evidence is 
inconclusive. Recommendations for future research are made.
2. DECLARATION OF INTEREST
I became interested in hallucinations from my work in a long-stay inpatient setting where 
most clients experienced psychosis. Over my year in that service I saw one client re­
evaluate and begin to reconeeptualise who and what his ‘voice’ was, and this had an 
enormous impact on his functioning. After about six years in hospital he was discharged just 
as I left, and I feel certain that in no small part this was due to his ability to tolerate and 
accept his voice in a new way (although I did not know what type of therapy had led to this 
change). This led to a particular interest in ascribed meaning and relating to auditory 
hallucinations and the subsequent distress provoked. I attended a workshop on Mindfulness- 
Based Cognitive Therapy for depression some years ago, and was very interested in the 
alternative view of therapy presented there. This led to an interest in how such therapies 
might be effective for other disorders, particularly psychosis for reasons described above.
3. INTRODUCTION
3.1 Third Wave Cognitive Therapies
Cognitive behavioural therapy (CBT) posits that maladaptive schemas can trigger or 
maintain psychopathological disorders. Traditional CBT seeks to challenge the negative 
self-evaluations an individual habitually makes, which reinforce their negative schemata. 
Third-wave cognitive therapies (TWT) place less emphasis on changing thought content, but 
rather look at the relational aspects of symptoms and awareness of self-evaluations, 
promoting an accepting, mindful relationship rather than a critical and emotive one. TWT 
are increasingly used in clinical practice with a range of clients; efficacy has been 
demonstrated in a number of disorders including depression, anxiety, chronic pain and stress.
Criticisms have been made that Third-Wave Cognitive Therapies (TWT) are “getting ahead 
of the data” (Corrigan, 2001) due to the relative lack of empirical data versus the vast
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theoretical literature on the subject, a claim which has been challenged by advocates of TWT 
(Hayes, Masuda, Bissett, Luoma & Guerrero (2004).
The primary aims of this review are to outline and critically appraise the research to date on 
TWT for psychosis. In order to provide context for the body of the review, each relevant 
TWT will briefly be described and commonalities amongst therapies will be highlighted. 
Studies will be critically examined for the effects on clients with psychosis, and their 
conceptual and methodological strengths and weaknesses. I conclude by suggesting 
developments of TWT for psychosis. I do not attempt to provide a definitive evaluation of 
the efficacy of TWT for psychosis as evidence is simply too new to do this justice, nor do I 
analyse the theoretical and developmental basis of therapies, as it is beyond the scope of this 
paper. This review offers an outline of our current data on TWT for psychosis and the 
means by which these therapies may impact on psychotic symptoms.
3.2 Mindfulness-Based therapy
Mindfulness therapy derives from Buddhist practices of mindful meditation, and centres on 
“paying attention in a particular way: on purpose, in the present moment, and 
nonjudgementally” (Kabat-Zinn in Segal, Williams & Teasdale, 2002, pl21). It has been 
adapted for cognitive therapy and encourages the individual to pay attention to thoughts and 
to reactions to thoughts, and to let these come and go non-j udgementally. Mindfulness 
training does not attempt to devalue or decrease the emotional impact of thoughts, but rather 
to become aware of the long-term consequences of reactions to these emotions, particularly 
reactions causing distress. Mindfulness therapies for psychosis practice and evaluate clients’ 
strategies for managing symptoms, such as fighting against voices or ruminating on their 
content (Chadwick, Hughes, Russell, Russell & Dagnan, 2009), with the hope this will lead 
to rejection of old strategies and adoption of Mindful behaviours.
3.3 Person-Based Cognitive Therapy
Chadwick’s Person-Based Cognitive Therapy for psychosis (Chadwick, 2006) is a 
Mindfulness therapy developed explicitly for distressing positive psychotic symptoms.
PBCT developed from Vygotsky’s Zone of Proximal Development, where learning is seen as 
a social process, a dialectical relationship which is carried out between therapist and client. 
PBCT incorporates mindfulness, self-acceptance, awareness of own schemas and a 
reconceptualisation of the self as a process rather than a static concept. The therapeutic 
relationship is of prime importance in PBCT, as it is through the relationship between
26
therapist and client that dynamic learning processes occur, as is the explicit emphasis on 
acceptance of hearing voices (Dannahy et al, 2011).
3.4 Acceptance and Commitment Therapy
Acceptance and Commitment Therapy (ACT; Hayes and Wilson, 1994) is a psychosocial 
intervention based on Relational Frame Theory (RFT), which posits that learned stimulus 
reactions are appraised through human cognition and language, and negative or painful 
appraisals result in distress. In psychosis, this could involve a client hearing voices saying 
derogatory comments about them, appraising these voices as true and generalising this 
negative comment into a wider self-belief, such as “I’m a bad person”. RFT also considers 
behaviours, for example if the client attempts to counterbalance voices with loud music or 
other avoidance strategies, RFT argues this endows voices with greater power and the 
individual will again make a negative self-appraisal (“they’re stronger than me”, “I’m a 
weak person”). Both coping techniques (submissive/avoidant and confrontational) in effect 
make the individual revolve around the symptom, rather than the symptom being a part of 
the individual’s experience. In this way, appraisals can be seen as reinforcing pre-existing 
negative self-schemata; although ACT does not address this directly it may be one of the 
mechanisms through which it is effective.
ACT uses strategies involving cognitive defusion (seeing thoughts as a relational process 
rather than fact), not seeking control over experiences, and focusing on personal values and 
goals for recovery. This helps individuals distance themselves from their typical stimulus 
reactions and subsequent cognitive/linguistic appraisals, so even if they occur the usual 
emotional impact of them is lessened. For a thorough overview of ACT and psychosis see 
Pankey & Hayes (2003).
3.5 TWT and psychosis
Application of TWT to psychosis is relatively new; existing models are being adapted to 
address the chronic and debilitating symptoms of psychosis. Recent studies have 
investigated relational aspects of psychosis, specifically how an individual may relate to 
particular symptoms of their psychosis (e.g. auditory hallucinations) and the effect this 
subsequently has on them. Evidence suggests that it is not the presence of a hallucination or 
delusion that inevitably leads to distress, but rather that the appraisal the individual makes of 
the hallucination determines distress levels (Mawson, Cohen & Berry, 2010). This indicates 
that rather than targeting symptom reduction as a goal of therapeutic (or other) intervention, 
therapy should focus on creating meaningful relationships between the symptoms and the
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individual experiencing them. This is particularly relevant for psychosis because so many 
individuals experience treatment-resistant symptoms (i.e. symptoms are not completely 
removed with medication). In this respect all TWT included in this study are similar: 
although they may have different means of establishing such relationships and are based on 
different theoretical constructs, each is interested in how participants perceive their 
symptoms. Each promotes a mindful approach where symptoms are not perceived as facts 
but as transient experiences which are part of the positive and negative experiences of life 
itself. Each encourages a mindful awareness of symptoms which observes their presence, 
but crucially does not attempt to control or suppress them.
4. METHOD
4.1 Definition of terms
Throughout the paper ‘psychosis’ refers to clinically significant experiences of psychosis 
(not psychotic symptoms found in non-elinical populations). References to psychosis 
include individuals with a range of diagnoses where psychosis can be found; it is not limited 
to those with schizophrenia.
By ‘TWT’ I refer to Mindfulness-based approaches. Person-based cognitive therapy and 
Acceptance and Commitment Therapy, all as adapted for psychosis rather than other 
disorders. Other TWT (e.g. DBT) have not yet been adapted for psychosis and were 
therefore not relevant to this review.
Where ‘symptoms’ are referred to, this eoneems the positive symptoms of psychosis (e.g. 
hallucinations, delusions) unless ‘negative symptoms’ (e.g. social withdrawal, blunted affect) 
are explicitly referenced. This is because TWT do not focus on negative symptoms of 
psychosis as part of treatment aims.
4.2 Inclusion criteria
Studies were excluded if they were primarily for the treatment of a non-psychotic symptom 
(e.g. anger) or if participants were under 18. Only papers focusing on the clinical effect of 
therapies were included i.e. those evaluating therapeutic effects on psychotic symptoms, not 
evaluating an outcome measure. Reference lists for each study were examined to locate 
other relevant research papers. Unfortunately a small number of seemingly relevant studies 
(n=2) were not accessible through university/NHS databases and are therefore excluded from 
the review.
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4.3 Search procedure
I identified relevant papers by searching Psyclnfo for studies containing the words 
‘psychosis or schizophrenia’ and one of the following: ‘Mindfulness or MBCT’,
‘Acceptance and Commitment Therapy or ACT’, ‘Person-Based Cognitive Therapy or 
PBCT’. Reference lists from relevant studies were then searched for other relevant papers. 
Some studies were located via personal correspondence as they could not be accessed online 
at this time (too recently published). I did not select a time boundary for the search as TWT 
are by definition a relatively recent emergence in psychological therapies.
5. RESULTS
5.1 Overview of reviewed studies
See Appendix A for an overview of each study, presented in chronological order. 
Mindfulness-based and PBCT studies took place in the UK; ACT interventions were trialled 
in the US. Sample size ranged from N= 2 to N=80, with 4 studies using less than 20 
participants. Most studies employed a cohort design (n= 6) apart from one randomised 
controlled trial (RCT), one randomised non-blinded trial and one randomised feasibility 
study. Both experimental and non-experimental designs used ANCOVA (n=3) and t-test 
techniques (n=2) to statistically analyse data; three studies conducted no statistical analysis.
5.2 Symptoms
Six studies in this review assessed symptom presence/absence as part of an assessment of 
wider functioning. Three studies used the Clinical Outcomes in Routine Evaluation (CORE, 
1988, cited in Dannahy et al., 2011) scale, which assesses subjective well-being, life 
functioning, symptoms and risk. A consistent finding was that CORE scores significantly 
improved for PBCT (Dannahy et al., 2011) and Mindfulness-based interventions (Chadwick 
et al., 2009; Chadwick, Newman Taylor & Abba, 2005), suggesting an overall increase in 
functioning for clients post-treatment, including a reduction in symptoms. However, both 
Mindfulness-based interventions used very small sample sizes: 22 and 10 respectively 
(Chadwick et al., 2009 and Chadwick et al., 2005), and only those completing 6 or more 
sessions (n=15) showed significant improvement in Chadwick et al. (2009). Dannahy et al.
(2011) included 62 participants which improves generalisability of results, but none of the 
three studies included a control group making unclear whether or not results are due to the 
intervention alone or to other factors.
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One study measuring symptoms ineluded a control cohort. They used the Brief Psychiatric 
Rating Scale (BPRS: Overall & Gorham, 1962, cited in Gaudiano and Herbert, 2006), which 
assesses symptoms including positive and negative symptoms of psychosis, and found a 
medium effect size post-treatment for the ACT + Treatment as Usual (TAU) condition. 
However, this study is not without its limitations. Sample size was still limited (N=40) and 
the ACT condition included more females (63%) than the Enhanced Treatment as Usual 
(ETAU) condition (14%), which may influence the data.
Chadwick et al. (2009) also measured symptoms using the Psychiatric Symptom Rating 
Seale (PSYRATS: Haddock, McCarron, Tarrier and Faragher, 1999, cited in Chadwick et 
al., 2009) and found no changes in the severity or intensity of auditory hallucinations post­
treatment, a finding supported by medical practitioners’ observations recorded in Davis, 
Strasburger & Brown (2007), where clinicians reported no increase in participant symptoms 
following Mindfulness-based intervention. Of course, Chadwick et al.’s research has already 
been called into question for reasons stated above, and Davis’ evidence may not be reliable 
as it was not systematically carried out or measured objectively. Bach and Hayes (2002) 
present an interesting alternative: they found no differences in symptom reporting pre- or 
post-treatment between control and treatment groups in a RCT of ACT. At 4-month follow- 
up ACT participants reported significantly more symptoms than control participants, but 
were less likely to be hospitalised (i.e. were objectively less unwell). Symptoms were 
measured using self-report Likert scales, which could be invalid for several reasons. Data 
was collected verbally in a faee-to-face interview, and control participants may be less 
willing to report symptoms either because they were extremely unwell and had limited 
insight or because they feared repercussions (e.g. mandatory admission to hospital). 
Alternately, ACT may have had a positive impact on perception of symptoms, allowing 
participants to acknowledge them more freely.
5.3 Rehospitalisation
ACT studies focused on levels of rehospitalisation among control and intervention groups. 
ACT participants were inpatients during intervention and had high baseline rates of hospital 
admissions. PBCT and Mindfulness interventions did not measure this variable so 
comparisons cannot be made.
Bach and Hayes (2002) studied rehospitalisation at 4 month follow-up and found ACT 
participants remained out of hospital for a significantly longer period than control 
participants, compared to no difference between groups at baseline. This data was taken 
from hospital records rather than self-reports and therefore appears reliable, and data was
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collected from a majority of participants in both conditions (86% control and 94% ACT). 
Gaudiano and Herbert (2006) found ACT participants were rehospitalised more slowly than 
ETAU but this was not statistically significant. It is also unclear why some participants were 
rehospitalised and others were not; we assume life events, social support etc were equally 
likely and present between the two groups but no such data was collected so this is 
inconclusive.
5.4 Believability
Three studies collected data on belief conviction of hallucinations and/or delusions. 
Participants self-reported a decrease in symptom believability in two studies, and a third 
found believability as an independent predictor of distress in a mediation model. Bach and 
Hayes (2002) used Likert scale measures where participants rated believability that 
hallucinations/delusions were true from 0-100. ACT participants reported significantly 
lower believability in symptoms at follow-up than controls, suggesting ACT treatment 
reduces belief conviction. This was explicitly targeted in treatment as participants were 
encouraged to “just notice...thoughts and perceptions rather than believing and acting on 
them” (Bach and Hayes, p. 1131), and in-group exercises reinforced this concept. Likewise, 
Newman Taylor, Harper & Chadwick (2009) found belief conviction decreased over therapy 
and continued to decrease post-therapy for both participants in their study, where 
intervention did not directly address symptoms but simply discussed participant experiences 
of auditory hallucinations. One study found no significant differences between ACT and 
control participants in terms of symptom believability (Gaudiano & Herbert, 2006), despite 
addressing this in therapy. However, this study did find that believability was related to 
symptom distress, and that decreased believability in symptoms predicted decreased distress 
caused by symptoms, confirmed in a mediation model (Gaudiano, Herbert & Hayes, 2010). 
This suggests that symptom believability, like symptom reduction, may not be the most 
important outcome in TWT for psychosis, but perhaps mediates another variable which is 
integral to wellbeing and functioning.
5.5 Distress
The majority of studies assessed the impact of TWT intervention on the distress associated 
with symptoms (hallucinations and/or delusions). Three studies found a decrease in distress 
over therapy (Donnahy et al, 2011; Newman Taylor et al, 2009; Gaudiano and Herbert,
2006), and three studies found no increase or significant change in distress (Chadwick et al, 
2009; Davis et al, 2007; Bach and Hayes, 2002).
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All studies investigating distress related to symptoms used a self-report Likert scale to 
measure distress, except Davis et al. (2007) who used qualitative data and Chadwick et al. 
(2009) who used the Southampton Mindfulness of Voices Questionnaire (SMVQ). The 
SMYQ is significantly negatively correlated with measures of distress linked to voices, but 
this study found no change in SMVQ scores in the Mindfulness condition. This is also a 
relatively new scale used in a study by the same author who created the measure, and 
therefore any results would be treated with a certain amount of caution.
Donnahy et al. (2011) found a statistically significant reduction in distress from pre- to post­
therapy, and this continued to decrease post-therapy to 1-month follow-up (a statistically 
significant change). Participants in Newman Taylor et al. (2009) both reported decreasing 
distress levels over the weeks of intervention; 1 participant maintained this but the other 
reported increased levels of distress post-therapy. Gaudiano and Herbert (2006) found 
reduced distress following ACT intervention, but this data was not collected at 4-month 
follow-up so no information about maintenance of distress reduction is available.
It is difficult to draw conclusions from these data sets; intervention length varied among the 
three groups (average of 12 sessions for both Newman Taylor et al. and Donnahy et al., 
compared to average of 3 sessions for Gaudiano et al.). It may also be that ACT participants 
(Gaudiano and Herbert, 2006) were more unwell during treatment than other groups (as they 
were inpatients) and possibly had competing influences assisting them in recovery (e.g. 
increased medication, increased social support/contact from hospital staff). Other studies 
used community-based samples (Donnahy et al, 2011; Newman Taylor et al, 2009) and these 
participants were less likely to have experienced similarly broad changes during the 
intervention period. The fact that distress reduction was not always maintained at follow-up 
suggests that some non-specific therapeutic factors may have been instrumental in distress 
reduction, supported by Bach and Hayes (2002) finding that distress ratings reduced in both 
treatment and control conditions almost equally.
5.6 Social factors
The impact of social aspects of TWT interventions is considered by few studies, but 
qualitative investigation emphasises this factor. Of the 8 studies considered in this review, 
only one used a quantitative measure considering social impairment from psychiatric illness. 
Gaudiano and Herbert (2006) used the Sheehan Disability Scale (Leon, Olfson, Portera, 
Farber & Sheehan, 1977, cited in Gaudiano and Herbert, 2006) to consider how much 
symptoms disrupted participants’ social life and activities, and found a statistically 
significant difference between ACT and control conditions. ACT participants improved
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more in social functioning than controls, and this was specific to social life and activities 
rather than family contact or employment change. All participants were in an inpatient 
environment where increased social activities are encouraged and provided, and so this 
change appears attributable to ACT treatment.
Interestingly, Gaudiano and Herbert (2006) conducted therapy individually rather than in a 
group setting (as Mindfulness-based and ACT-based treatments are often carried out). 
Participants in a PBCT study (Goodliffe, Hayward, Brown, Turton & Dannahy, 2010) 
commented on the benefits of a group in reducing the social isolation stemming from their 
voices and helping to develop a social network. Most participants joined the study with this 
aim, rather than any attempts to alter their psychotic symptoms or relationship to them, and 
remarked on the support and acceptance they had experienced from the group.
Participating in a group appeared to increase self-esteem and help individuals to challenge 
negative beliefs about themselves. Participants commented on others in the group looking 
“normal” and the subsequent re-appraisal of the individual’s own ‘normality’, and noted that 
being in the group helped reduce isolation and increase skills in relating to others. This 
suggests that part of the group experience (non-specific to ACT or mindfulness-based 
interventions) has a therapeutic effect in helping to question negative self-schemata and/or 
negative Internal Working Models and thereby effecting change in other aspects of life. This 
is supported by Goodliffe et al’s (2010) finding that participants’ experience of power of 
voices sharply increased post-treatment, when the group support was removed. However, as 
PBCT explicitly addresses negative self-schemata as part of treatment, this may also be a 
result of the therapeutic intervention itself (and removal of the intervention at the end of 
therapy). Conducting PBCT in individual sessions could help to clarify which factor is most 
important in altering and maintaining negative self-beliefs.
5.7 Methodological considerations of the studies
5.7.1 Negative symptoms & Paranoia
TWT make no attempt to influence negative symptoms of psychosis, which can be equally 
distressing and inhibiting for some individuals. Only one study (Chadwick et al, 2009) 
considered the impact of TWT on paranoia, and although no significant differences were 
found post-treatment this area may be of interest to future researchers.
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5.7.2 Participants
One of the difficulties with comparing the studies in this review is that they all had different 
inclusion criteria for participants. Diagnoses included both psychotic disorders and affective 
disorders with psychosis, but there is no breakdown of results by primary disorder making it 
impossible to know if TWT are as effective or more effective for some diagnoses than 
others. Few studies (Bach and Hayes, 2002) detailed whether participants had comorbid 
substance use issues or personality disorder diagnoses, which may also influence 
engagement and suitability for treatment. These blurred lines around inclusion would make 
it difficult to recommend a therapy for any particular disorder, as is necessary for NICE 
guidelines. However, including participants with comorbid diagnoses may be a benefit to 
therapies, as it is common for individuals to have several illnesses, competing substance use 
issues or personality disorder diagnosis.
Participants varied in terms of their level of functioning during therapy i.e. ACT studies used 
inpatient samples (Gaudiano and Herbert, 2006; Bach and Hayes, 2002) whereas all others 
used community-based participants. Inpatient samples are by definition more unwell, and 
this may have influenced treatment results. It is also different to compare intervention type 
when participant characteristics are a potential confounding variable. In addition, much 
current NHS-based work for psychosis centres around Assertive Outreach Teams (ACT) and 
engaging harder-to-reach individuals with services. It is unclear exactly why some 
individuals engage less than others; it may be that their experience of psychosis is 
qualitatively or quantitatively different. No studies used ACT clients (unless they formed 
part of inpatient samples), and so it may be that results are only applicable to those who 
willingly engage in services and perhaps experience a different type of psychosis.
5.7.3 Diversity & Stigma
Diversity issues were not addressed overtly in any of the studies. The fact that the primary 
psychotic disorder is schizophrenia and is primarily diagnosed in young. Black men should 
be considered; although some study samples were largely made up of this demographic, the 
impact of the diagnosis and the stigmatizing effects of it within one’s culture are not an 
explicit focus of these interventions. Perhaps participants’ experience of acceptance and 
mindfulness led them to practice this in other areas, like stigma (indeed recent research has 
shown ACT reduces stigma compared to education-based interventions; Masuda et al.,
2007).
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Some of the stigma inherent in a psychotic diagnosis may have been addressed by simply 
having contact with others with similar diagnoses; one participant in Goodliffe et al (2010) 
noted meeting others with similar experiences challenged his ideas about “mad” people and 
what that meant. The social inclusion from groups may contribute to lowered feelings of 
distress.
It is also important to remember that TWT treatments are partly necessary due to the social 
construction/evaluation of these symptoms/disorders. Some cultures accept voice hearers as 
‘normal’ or gifted, whereas voice-hearing in Western society is pathologised, abnormal; if 
people were more accepting it might challenge the negative self-dialogue that TWT address. 
We are treating the individual for a social ill, and such treatments should go alongside 
education and stigma campaigns for the wider population.
5.8 Limitations of the review
All studies contained in this review have been published in the last 8 years and are 
exploratory forays into TWT for psychosis. As is expected in such cases, there is a large 
crossover of authors (i.e. many studies share at least one author) and some outcome 
measures are still in the process of being validated. In addition, PBCT studies (Darmahy et 
al, 2011; Goodliffe et al, 2010) are likely a quantitative and qualitative review of the same 
intervention and participants, and therefore should be held in mind as one investigation into 
PBCT for psychosis.
It is also true that several of the studies in this review contained small samples which may 
not be representative of the majority of individuals with psychosis. Few studies were able to 
statistically investigate effect sizes of interventions due to limited sample sizes, again 
limiting the generalisability of evidence. However, I would argue that it is not necessarily a 
drawback that participants in these studies were so varied in presentation or in diagnosis. A 
RCT (with its inevitably stringent inclusion criteria) could be even less generalisable, given 
the high proportion of comorbid illnesses or substance use issues in individuals with 
psychosis. It could be that a more Practice-Based Evidence approach, with a wider variety 
of authors conducting ‘real-life’ research into clients with psychosis, is more useful for 
clinical practice than the traditional, RCT ‘gold standard’ of Evidence-Based Practice.
6. DISCUSSION & IMPLICATIONS FOR FUTURE RESEARCH
Symptom reduction appears to be a sometime by-product of TWT for psychosis. It may be 
that TWT interventions do not influence symptoms directly, but have a mediating effect as 
suggested by Bach and Hayes (2002). In some ways measuring symptoms is contradictory
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to TWT aims as symptom reduction is not targeted by these interventions. Researchers may 
feel they need to prove or at least consider symptom reduction in order to make interventions 
palatable to Service Commissioners as part of wider NHS implementation; a quantitative 
measurable change in symptoms may be seen as preferable to a qualitative perception on the 
client’s part that they have improved as a result of the intervention. This particular debate is 
beyond the scope of this review, but is certainly worth considering when considering the 
validity of research evidence.
Symptom believability certainly appears affected by TWT. Of the three studies measuring 
believability, all found significant effects for a reduction in believability throughout therapy, 
whether as a direct or indirect effect. It may be that during therapy, more traditional CBT 
evaluations of evidence for believability occurred during discussion between groups. It 
could also be that believability is linked to the power and control of symptoms, a factor these 
studies did not measure. It may be that participants did not believe less in their 
hallucinations or delusions (indeed in Bach and Hayes (2002) symptoms were not reduced, 
as described above) but may have felt less controlled by them. Quantitative and qualitative 
research into PBCT supports this idea, with participants reflecting on the diminishing power 
of voices throughout the course of therapy: “I learnt that...I was still more powerful than my 
voice at the end of the day,” (Goodliffe et al, 2010) and statistically significant decreases in 
voice control pre- and post-intervention (Donnahy et al, 2011). Interventions address the 
concept of control when looking at coping strategies: ACT, Mindfulness and PBCT directly 
emphasise the ineffectiveness of attempting to control hallucinations (e.g. by ‘drowning out’ 
with more noise) and offer mindful acceptance as an alternative (Dannahy et al., 2011; 
Gaudiano and Herbert, 2006; Chadwick et al., 2009; Bach & Hayes, 2002), but few studies 
explicitly measured this and are weaker for the omission. Measuring perceptions of 
symptom control should certainly be considered in future TWT research.
Distress associated with symptoms should certainly be a target of all interventions for 
psychological disorders, including TWT for psychosis. Given the current data it is difficult 
to know conclusively if and how TWT influence distress associated with psychotic 
symptoms. In some cases distress appeared reduced post-intervention and sometimes even at 
follow-up, however it is unclear which part of therapy is most responsible for this reduction. 
It may be that being able to cognitively challenge beliefs about symptoms (and possibly 
power of symptoms) leads to a reduction in distress. It may be that distancing oneself from 
symptoms (using mindful strategies) reduces the emotional involvement of the individual 
and thereby reduces distress. The interpersonal challenges (i.e. from therapist or group
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members) may lead to or influence either of these factors, having a cascade effect on 
distress.
Few studies considered social/interpersonal factors when evaluating TWT for psychosis, but 
it was an important theme in the qualitative research. Group processes appeared influential 
in reappraising psychotic symptoms as well as re-evaluating one’s own identity and its 
relationship to psychosis. This is also a positive outcome as group interventions are more 
financially viable in NHS settings.
All TWT in this review look at processes such as emotional avoidance and how these 
processes influence distress. Although rooted in different traditions and based on different 
theories, attachments are addressed in all TWT and in this respect TWT may be effective in 
their work from an attachment perspective. Emotional avoidance strategies develop in early 
childhood from dependent interpersonal relationships (Hayes and Wilson, 1994), and it is a 
common finding that individuals with psychosis have experienced difficult family 
circumstances e.g. families high in ‘expressed emotion’, where emotional dysregulation may 
result. In therapy, therapists and group members are experientially challenging avoidance 
strategies and providing a new shared ‘safe base’ from which to share these experiences.
The removal of this safe base may account for an increase in distress immediately following 
termination of therapy, as an individual may feel abandoned and unsupported. Perhaps the 
variance in post-treatment distress lies in the different early experiences of the individual, or 
in the amount of therapy given over to the ‘ending’ process.
No one intervention (Mindfulness, PBCT or ACT) appears definitely superior to the others 
given the current evidence. This makes it difficult to support or challenge the theoretical 
underpinnings of the therapies, and to know whether a more behavioural RFT approach, a 
cognitive approach, or a systemic Vygotskian approach is most valid.
Relational Frame Theory may posit that the benefit of ACT lies in the challenges to one’s 
linguistic appraisal of oneself and psychotic symptoms (a cognitive re-evaluation of 
symptoms and associated schemata?), but I would argue that the group challenge to one’s 
self-beliefs and the presentation of alternative views is equally important in challenging 
negative thinking styles. Interpersonal and intrapersonal appraisals can influence each other 
and work dialectically. Perhaps elements of RFT (devaluation of voices and their 
significance through linguistic challenges of others) and Vygotskian interpersonal processes 
(mindful acceptance of voices as transient, perhaps rendering them less powerful) are both 
valid here (Vygotsky, 1978, as cited in Chadwick, 2006, p. 15).
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7. IMPLICATIONS FOR CLINICAL PRACTICE
I referenced a client at the beginning of this review, and while I saw great changes in him I 
did not understand how the psychologist was working with him or how his 
reconceptualisation had come about. I feel sure that TWT have a particular value for 
psychosis, as it is so treatment-resistant in many clients, and can have such a devastating 
impact on people’s lives. As a reflexive scientist-practitioner I am aware that more research 
needs to be carried out in this field before it can be widely adopted as a therapeutic 
intervention. That said, I will try to incorporate elements of acceptance and mindfulness into 
my practice with clients experiencing psychosis, as an adjunct to traditional ‘second wave’ 
CBT.
8. CONCLUSIONS
TWT for psychosis show promising outcomes and appear effective for some clients. Given 
the relatively recent data, and the considerable methodological weaknesses of research to 
date, it is impossible to know which individuals with psychosis would benefit most from 
TWT interventions. However, it seems clear that benefit is derived from the group processes 
of ACT and Mindfulness-based therapies, as well as the challenges to symptom believability 
and associated distress. Future research needs to be carried out by a wider set of researchers 
and focus more on the interplay between symptom appraisal and symptom distress in order 
to understand the processes by which TWT are effective or ineffective.
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Problem Based Learning Reflective Account
Year 1
44
In writing this reflective account, I used a reflective journal to track my thoughts about the 
process of becoming a Trainee Clinical Psychologist. I also discussed reflections with others in 
my cohort, in order to develop them further.
The Task
We were set the task of producing a presentation on ‘The Relationship to Change’. Initially 
there was considerable anxiety among the group, both about presenting in front of our cohort, 
and from the abstract nature of the task. We shared this anxiety, which helped normalise and 
diminish our fears. We also established ground rules for the group, and these boundaries helped 
us to share more confidently as meetings progressed (Bolton, 2010, p. 162).
Our process involved ‘everyone does everything’, and we changed roles each meeting in order to 
ensure that everyone had a turn at each role. At the time this seemed easiest, as no natural leader 
had emerged and we were regarding the process as a learning experience. It developed our 
confidence in communicating to others, particularly when chairing meetings, and encouraged 
everyone to try alternate learning styles to those they might naturally adopt. I believe it was a 
strength of our group, as it fostered a collaborative work environment where everyone’s opinions 
were equally valued. With hindsight, I wish I had paid more attention to how each individual 
took on each role. We clearly have different learning styles which contribute to our group 
dynamic in diverse ways, but unfortunately at the time my anxiety led to such heightened self­
focus that I did not take the time to reflect on how others were developing. Although we did not 
address this at the time, subsequently our discussions have become more open, which has given 
individuals the opportunity to express where their needs were not being met. Going through this 
process was very useful clinically, as I then adopted a similarly explicit approach with clients, 
which led to a more open, collaborative approach to therapy, as recommended by Beck (1995,
p.6).
We were all keen to ground our presentation in theory; a nod to our academic backgrounds and 
security in book-learned knowledge. This was a strength as we made theory-practice links 
throughout the task, appropriate for our scientist practitioner role. I believe, however, that our 
‘trainee’ label de-skilled us, reduced our confidence in our abilities, much as a ‘schizophrenia’ 
label may reduce people’s confidence in their capabilities. We were reluctant to leave theory
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and extend the presentation into personal ground, or recognise ourselves as experts of our own 
experiences. Thankfully, our facilitator pushed us towards this challenge, and as a group we 
supported each other in the reflective process and incorporated reflexive elements to the 
presentation. I have since used our facilitator’s input as a model, in order to help me to 
challenge clients to work beyond their perceived limits. With hindsight, I believe this reflexivity 
is an area that we still need to develop, but at the time we had not built up sufficient trust in our 
mutual relationships to share openly. I have thus recognised the importance clinically of taking 
time to develop a good therapeutic alliance (Beck, 1995, p.5), which can be a challenge in time- 
limited NHS services.
Initially it was difficult to make decisions or challenge others in the group, as we were all trying 
to foster a supportive, safe environment in which to work, and felt that critique was equivalent to 
condemnation. I feel this mirrors my early therapy sessions with clients, where I was too fearful 
of causing offence to question client assumptions, which was in fact my role. This 
overwhelming desire to be supportive was possibly detrimental to progress in therapy, and on 
reflection I feel that the group was too shy of challenging each other. Through pushing each 
other to reflect more, we are evolving as psychologists. I think this change has come about 
through a period of stagnation and the subsequent realisation that we need to challenge, to 
confront that which is difficult, in order to fulfil our role. This is true in our therapeutic 
capacity, where we need to challenge our clients to make changes that they may find difficult, 
and in our role as researchers, where we need to push the boundaries of accepted treatments and 
question the evidence for and against treatments. The reality of this is still challenging, but 
through acknowledging this difficulty in supervision I am being supported to make this difficult 
change.
I have always been academic and preferred solitary learning, and have therefore been surprised 
to find that in a clinical context I find interpersonal learning and group discussion much more 
useful. No amount of reading could have prepared me for the Trainee role, but I am beginning 
to feel more competent through practical experience and reflection. I recognise that the 
combination of both learning styles is what attracts me to Clinical Psychology, where one needs 
to combine evidence-based practice with empathie interpersonal communication in order to 
effect change.
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Content of presentation
We looked at several theories of change and examined the importance of individual factors 
within these theories. Some of these have proved relevant to clinical practice, as detailed below. 
Our presentation highlighted the role of self-efficacy in change, as identified in Bandura’s Social 
Cognitive Theory (1986) and Ajzen’s Theory of Planned Behaviour (1991). Higher self-efficacy 
was thought to increase ability to make and adapt to change, both for us in our Trainee role and 
for clients in therapy. This has been a particularly relevant concept for me, as my self-efficacy 
as a therapist was quite low. While preparing the presentation, I noted in my journal that I “still 
feel I have to constantly prove myself to others on the course...can’t shake the feeling of 
inadequacy”. I remember huge relief and pride when the group incorporated an idea of mine 
into a key element of our presentation, as I felt validated and useful. When on placement, 
“proving myself’ to clients and my supervisor became important. I believe this stemmed from 
my inexperience of clinical practice, and my assumed incompetence as a result of this. I no 
longer feel that I have to prove my worth on the course, at least, not all of the time. I am aware 
that in making mistakes I have learned how to improve these skills for future clients. I was not 
conscious of this change happening, but on reflection I feel having a supportive supervisor has 
been essential for this; it has enabled me to ask questions and learn, and to recognise my 
successes as much as areas for improvement. In turn I have taken these experiences into my 
therapist role, realising that change can be facilitated by someone else believing in your abilities. 
I try above all to hold hope for clients who are struggling to make changes, and to take perceived 
“failures” (such as an episode of self-harm after three weeks of abstinence from this behaviour) 
and turn them into learning experiences. In this way I hope to raise client’s self-efficacy, so they 
can become their own therapists by the time our sessions end (Beck, 1995, p7).
We also looked at the role of control in the relationship to change, and how it can help or hinder 
change. Clinically, this is useful in two respects: firstly, considering the role of transference and 
clients expectations of the therapist, and secondly, the role of control for carers.
I have had difficulty helping clients to own their therapy and changes that stem from it, 
particularly those with interpersonal difficulties who tend to adopt a dependent role in 
relationships. One client referred to me as her “carer”, a role someone in her environment 
usually fulfills, and it has been difficult to encourage her to make decisions and take control of 
sessions. Perhaps there is safety in not having control, as then there is no responsibility for
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potential negative outcomes, which may reinforce self-critical beliefs. This has also raised 
ethical dilemmas regarding how we marry my perspective, based on clinical theory and research 
evidence, and her goals, particularly around decision making and responsibility, in a manner that 
is both clinically effective and ethical.
Clinical experience has led to an appreciation of the role of control for carers, who often have 
little or no control over what is happening to the service user they are caring for, and who also 
need support to recover from changes taking place (Shepherd, Boardman & Slade, 2008). I 
believe, as professionals trained in systemic conceptualisation and intervention, we have a duty 
to consider carers more and help them adjust to their role in this system. Involving carers in 
clinical practice has helped me in several ways: I gained a wider understanding to inform my 
formulation, and made realistic goals for intervention based on the family context. I also felt I 
had done a better job, as I was able to locate and offer non-NHS support to a family who 
unfortunately cannot currently be supported by NHS Services. This helped the carer to 
recognise and work within the boundaries of her control in this difficult interpersonal 
relationship, so although I am no longer involved I feel my intervention was worthwhile.
Change in clinical practice
The reality of clinical working has highlighted the importance of openness for enabling 
discovery, which is fundamental for change. We all approached the task in a reasonably open- 
minded way because we did not know, or thought we did not know, about theories of change. 
Ironically our own relationship to change was impeded by our desire to do the task ‘right’, to 
hide behind books and not engage with ourselves and our experiences. Clinically, this may 
reflect our clients’ reluctance to commit to change, to engage in behavioural experiments or to 
challenge what they know (because even if it is counterproductive, it is known, and therefore 
safe). It also pushes me to remain open in therapy, which has been particularly important in 
engaging clients when perhaps their reasons for referral and initial goals have not aligned with 
their real desires or intentions for therapy.
It has become clear that engagement and the therapeutic relationship is key to effective therapy. 
Our presentation used the Transtheoretical Model of Change (Prochaska & DiClemente, 1982) 
to explore how individuals may make changes in therapy. With hindsight, I believe that the
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model is equally useful for examining engagement with therapy and the therapeutic process, 
highlighted when a client decided to stop treatment after an extended assessment. I felt 
disappointment and feared my own failure as a therapist in not maintaining the client’s 
engagement as I engaged on a very rigorous exploratory assessment process, which resulted in a 
new diagnosis for this client. On reflection I see that this ‘rupture’ in our therapeutic alliance 
was the result of the client’s ambivalence about therapy and my failure to address this 
ambivalence; I was working in the ‘preparation’ stage, when he was in ‘contemplation’. 
Matching intervention to stage is essential for effective therapy (Prochaska & DiClemente,
1992), so as well as offering hope about the positive prospects of therapy, I needed to question 
his fears about the process in order to move us to a place where therapeutic change could 
become real. However, I do not take this as a wasted endeavour; the client may return to therapy 
at a later phase or our meetings may have provided him with contemplations I am unaware of.
In the same way, reflecting now on our presentation from several months ago is helping me to 
re-evaluate my own assumptions and beliefs about being a therapist.
I don’t believe our presentation addressed the importance of sitting with uncertainty and 
accepting it, rather than trying to enforce certainty on situations. As Psychologists, we cannot 
know how therapy sessions will go, or what the outcome of intervention will be, but rather than 
trying to control this situation we can embrace uncertainty as a necessary element for change. In 
the early days of the group, I wrote in my reflective journal “I think being super-prepared will 
help to have a greater impact [on my confidence], and otherwise just have to relinquish some 
control and go with the flow!” Seeing “uncertainty as mainly a path to creativity...[not] a path to 
paralysis” (Mason, 1983) is difficult and intimidating, but I believe it is important for successful 
therapy, and for moving forward personally and professionally. Although I theoretically grasped 
this before our presentation took place, I certainly did not embrace it until recently, but it has 
proved useful when working with clients who were finding sessions difficult. In rolling with 
uncertainty about therapy and our work, we were able to refocus on mutually-agreed, useful 
tasks. In our presentation the uncertainty appeared threatening, but in fact it gave us the 
opportunity to learn and develop, and I am now trying to convey this concept to clients.
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Conclusion
One of the most difficult parts of change occurs when you don’t know who or what you are 
supposed to change into -  the role of a Clinical Psychologist within the NHS is shifting rapidly 
and therefore knowing where we ‘fit’ into the system is difficult. In reflecting, I have realised 
that change is more difficult than I’d initially thought -  perhaps I was not expecting the course to 
change me, but it has. It is tempting to ignore this change, but I’ve felt it necessary to engage in 
personal therapy in order to help me adapt to my new role and the challenges it presents. 
Recognising our own vulnerabilities and reluctance to change is important for recognising 
similarities between ourselves and our clients: how does one assimilate or reconceptualise the 
label of ‘Psychologist’, ‘Service User’ or ‘Schizophrenic’ into a helpful self-concept? Recovery 
has been defined as “discovering -  or re-discovering -  a sense of personal identity” (Davidson, 
L., as cited in Shepherd, Boardman & Slade, 2008), and I believe holding this principle in mind 
can help everyone, regardless of background, adapt to change in a way that holds meaning and 
value for them as an individual.
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Problem Based Learning Reflective Account
Year 2
52
In writing this reflective account I have utilised my reflective account from last year as well as 
notes I made about our Personal and Professional Development (PPD) over both years.
I first address the task itself: my initial impressions about the family and links between the case 
and my clinical experience. I then discuss the group process, and the unique elements of our 
group that enabled us to cover the issues we examined. I then briefly consider the presentation 
itself, followed by wider reflections on the applications of the task to clinical practice. 
Throughout the essay I reflect on the contrasts and similarities of our group approach to this PEL 
task in comparison to last year, future learning points for myself and the group, and the link 
between our personal and professional learning throughout the year.
The Task
Problem-based learning tasks are a form of “discovery learning” (Huey, 2001), and aim to 
promote “better acquisition and integration of scientific and clinical knowledge, improved 
clinical reasoning and other skills, and more effective lifelong learning skills”. We were given a 
PEL task concerning the Stride family, who brought issues of learning disability, parenting, 
child protection, domestic violence and multi-systemic working, to name a few. The task 
presented a dilemma; Social Services wished to take the Stride children into care; the Children’s 
Guardian had approached us (Psychology) for a risk assessment and to consider possible 
rehabilitation for the children into the family home.
Obviously this was a complex issue with multiple avenues to explore. A large amount of 
information was required from factual sources (e.g. Trust policies) and from the family 
themselves (e.g. the Strides’ experiences with Social Services). I was interested to observe that 
our lack of knowledge did not cause our group as much anxiety as during our previous PEL task, 
I believe in part because of our shared experiences of working with more complex client 
presentations and risk issues. The Stride family did not seem so far removed from the reality of 
our clinical practice, and several of us made this link e.g. one Trainee on her child placement 
reflected on similarities between the Stride case and a family she was working with at that time, 
and her subsequent emotional reactions to the (fictional) Stride case. We used these emotional 
responses to reflect on how we are able to act ethically and professionally when emotionally 
aroused by a case.
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I was struck by the fact that the Stride family were surrounded by an enormous professional 
network, in contrast to many of the people I have worked with who seem relatively unsupported. 
On reflection, I realised that many of the clients I have been working with do in fact have 
similarly large ‘support networks’ around them, but in practice these networks are failing to 
support them and so they often seem quite isolated. It was only in trying to organise a 
‘professionals’ meeting’ for one client on placement that this became evident to me -  the 
number of people involved is enormous, yet during his care we have not linked up. Personally, 
this has reinforced the importance of constructing genograms with/for clients, in order to depict 
these relationships and foster a more collaborative sense of working.
It also struck me that it is extremely easy for clients to become isolated in a sea of ‘help’, and 
that this kind of enveloping circle of ‘care’ can actually be perceived as quite threatening. It 
reminded me of one client I worked with prior to clinical training who informed me that he 
would never again have a child with another mental health service user, as he was aware of 
Social Services judging him (as a service user) to be inadequate for the role; his fear of the 
‘system’ around him was palpable, and support was the last thing it offered. Memories of 
previous clients like this help me to learn by what Kolb (1984) would term ‘Reflective 
Observation’ and ‘Abstract Conceptualisation’: integrating new knowledge with past 
experiences, and reflecting on how I might have worked differently with someone based on my 
more recent learning experiences.
The group process
Throughout the PEL task, our group was explicit that we should address the task differently to 
the approach we adopted last year. Specifically, we agreed that last year we had over-researched 
the area and given a presentation incorporating lots of facts and models but quite divorced from 
personal and professional development and practice. We also thought that this year we would be 
able to produce something that truly reflected our group, as opposed to reflecting the individuals 
that make up that group. As a starting point, we agreed to each research an area that was of 
particular interest to us as well as being relevant to the Stride case. We were explicit that this 
would mean that not all areas would be addressed in the final presentation, but that this was a 
necessary reality of a time-limited piece of work and true to NHS clinical practice. We referred 
to research from both the child and learning disability literatures, including qualitative research
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to incorporate the service user perspective as much as possible. We also prioritised the key 
issues (i.e. risk) that had to be dealt with, again similar to NHS practice. This approach was 
helpful as individuals were motivated to complete the work they had taken on, but it also 
enabled us to work collaboratively and incorporate diverse perspectives (including that of the 
service user). In subsequent information-sharing sessions we found that our research slotted 
together like a jigsaw, highlighting areas where as a group we lacked expertise and 
understanding. We were then able to allocate these areas among us, and use our collated 
information to construct a role play highlighting the key issues.
One particular deficit that we reflected upon was the absence of a male perspective. We are the 
only PPD group in our cohort that does not have a male participant, and I believe we miss out on 
an important viewpoint here. We spent a long time discussing what we thought we could 
incorporate from Mr Stride’s perspective, and trying to hold this issue of diversity in mind in a 
curious manner. I do still feel that this is an area for potential development and that time needs 
to be spent addressing this. The absence of men is certainly not unusual in Clinical Psychology 
(both as practitioners and service users) but we need to consider the implications for this in how 
we work.
As well as our areas of interest, people brought their individual experience to illuminate aspects 
of the PEL task. For example, I was on my LD placement and so was able to bring information 
and experience of parenting assessments for people with Learning Disabilities. Others on their 
Older Adult placement brought the grandparents’ perspective, from individuals that they had 
been working with. Another member of our group from an Asian background brought her 
cultural experience of kinship care and how this could be understood and used in diverse 
cultures. In having a less-structured method of enquiry and research, we opened up doors to real 
new learning.
An important part of preparing the presentation was engaging with the discourses around 
parenting abilities of people with learning disabilities. We had open discussions around our 
personal perspectives on this issue and the ethical issues of duty of care to children whilst 
supporting parents to do the best job they can.
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I feel our personal development and the group process over the first year were integral to 
allowing ourselves to adopt this approach. In the first year we felt that we had something to 
prove during the PEL task; our anxiety prevented us from using personal experience to reflect. 
However, this year I personally am confident in acknowledging what I do not know and in 
starting this openly at work, both with colleagues and clients. I also feel confident in the ability 
and work ethic of the others in my PPD group and am comfortable trusting them to do the same. 
In my last reflective account, I commented that “we had not built up sufficient trust in our 
mutual relationships to share openly”, and this group dynamic has indeed been slow to develop. 
However, I believe we have now, as a group, moved into a position of ‘safe uncertainty’ (Mason,
1993) together, where we can explore and learn, whilst acknowledging that this journey will not 
be without error and pitfall.
The presentation
Continuing in our ‘safe uncertainty’, we chose to use a role play of a case conference to explore 
the issues we wished to present. This would have been an impossible choice last year; far too 
threatening for us to assume a role (especially of a service user) for fear that we would be shown 
not to understand what it is like to be that individual. However, we had already acknowledged 
that there would be aspects missing from our presentation (like an assessment or intervention in 
reality), that we might face criticism for this, but that we could defend our work and the choices 
we had made based on our own prioritisation of what mattered most to these clients.
Interestingly, after last year’s presentation we felt hurt by the feedback we received, perceiving it 
as personal criticism, whereas when this situation occurred this year it felt less of a personal 
attack. As a group we were able to explain our decisions and what we had hoped to convey, but 
also to accept that it was possible to construe things in different ways and that others may 
interpret our presentation differently to ourselves. I believe this is a reflection of our personal 
development and feeling more settled in the role of a Trainee Clinical Psychologist: people don’t 
have to (and won’t) agree with our opinions, but that does not make them any less valid for us to 
hold. This perspective aligns with research with counsellors on the process of developing a 
professional identity: there is a shift from external validation to self-validation, made possible by 
the integration of knowledge with personal values (Gibson, Dollarhide & Moss, 2010). This 
process was reflected in our presentation: we integrated our knowledge with our interests and 
values regarding the case, and felt confident in justifying this.
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With hindsight I believe that one weakness of our approach was our failure to explicitly 
incorporate research evidence into our presentation. Although we drew on critical theory and 
research evidence to prepare the presentation, we barely referenced them during the case 
conference. In one way this reflected the reality of the situation, as often in clinical practice we 
are not explicit about where our information originates from, or that as Applied Psychologists 
we are active researchers. However, in another sense this prohibits other professionals working 
with us from learning about the research component of our profession and from acquiring the 
information/evidence that we rely upon in order to make clinical judgements. This is certainly 
an area for us to reflect upon as a group, and try to incorporate into future university and clinical 
work.
Application to clinical practice
Block (1996, in Huey, 2001) notes that PBL tasks are useful for mental health trainee 
practitioners because the “exposure to diverse viewpoints, intratutorial conflict, and general 
group dynamics.. .offer good learning experiences”. Resolving interpersonal/intergroup conflict 
effectively is a core skill of PBL, which is of course common practice for a NHS Clinical 
Psychologist working in a multi-disciplinary manner. In my last reflective account I wrote that 
“we need to challenge, to confront that which is difficult, in order to fulfil our role”. I feel this is 
still a learning need for our group: we shy away from topics that could lead to conflict. I do not 
know if this is because we are a group of Trainee Clinical Psychologists, who by nature look for 
areas of agreement from which to work, or if our personality styles are conflict-avoidant and 
therefore we prefer this working style. However, this weakness is one that we as a group have 
acknowledged and I believe that verbalising this difficulty is the first step to truly altering it.
Since reflecting on the PBL task I have noticed one vast gap between my clinical practice and 
my approach to this learning experience: typically I discuss cases with more experienced 
practitioners, hoping to benefit from their years of clinical practice. This is essential as “ethical 
practice is dependent upon an ability to think through problems that [practitioners] assume may 
be relatively novel” (Huey, 2001), but in reality clinicians repeat similar mistakes in relatively 
similar clinical situations. Despite having had several discussions with my supervisor on 
placement about ‘The Myth of the Hero-Innovator’ (Georgiades & Phillimore, 1975), which 
deals with this concept of believing oneself to have an entirely novel approach to an age-old
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problem, I was oblivious to the possibility of seeking ‘expert’ guidance on the PBL task based 
on her experience. I believe this reflects the gulf between my understanding of the utility of 
PBL whilst completing the task and my reflections on the utility of the task afterwards; I felt the 
task stood alone from clinical work and should be separated as such from clinical placement, 
when in fact the purpose was to enhance learning on the latter. I will certainly be more aware of 
trying to make these links in future and recognising the purpose of supervision beyond 
individual cases into wider ethical issues.
In a way, this understanding of my own narrow focus has been the most useful outcome of the 
current PBL task for me. The direction of travel for Clinical Psychologists is focusing more on 
strategic overview, service development and team leadership, all of which require the insight to 
look at problems from a wider perspective. We could have more explicitly seen the Strides as an 
amalgamation of our clients, and used these reflections to understand better how to help them. 
Although our group has built on this skill since last year, we could have taken an even broader 
overview of the systemic difficulties inherent in working with a case such as the Stride family, in 
order to develop our understanding of the wider context of such challenges and working with 
them from within the NHS.
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Personal and Professional Learning Discussion 
Group Process Account Summary
Year 1
This essay details the process of engaging in the Personal and Professional Leaning Discussion 
group (PPLDG) over the first year of the Doctorate in Clinical Psychology. The group was 
established to “create safer and more intimate spaces...where clinical practice could be reflected 
upon” (Handbook, p.200), and this essay discusses our group’s development towards this goal. I 
briefly discuss the actual tasks dealt with by the group, but the focus of the essay is truly the 
process of forming a functional, supportive group with other Trainee Clinical Psychologists. 
Reflections upon contributions to others’ learning, as well as the Trainee’s own personal 
developments as a result of the group, are discussed. Issues of diversity and difference are 
considered, as are parallels between PPLDG and NHS group process. Considerations for group 
development and how the Trainee may contribute to this are included. The stance of a reflexive 
Scientist-Practitioner is maintained throughout.
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Personal and Professional Learning Discussion 
Group Process Account Summary
Year 2
This essay looks back over the role of the Personal and Professional Learning Development 
Group (PPLDG) during the second year of Doctoral Training in Clinical Psychology. The 
content of group sessions are briefly discussed, but the main focus of the essay is on how the 
group has developed over the past year and the processes that have facilitated or hindered these 
changes. Links between the experiences and learning from PPLDG and clinical practice are 
explored, as well as discussions of the subsequent impact on clinical practice. Personal 
reflections of the Trainee’s strengths, weaknesses and assumptions are included. Issues 
concerning the learning of the Trainee and other group members are considered, and how these 
diverse learning and interaction styles have been considered when working clinically. Issues of 
diversity and difference are considered throughout. Future directions of travel for the PPLDG are 
outlined. The stance of a reflexive Scientist-Practitioner is maintained throughout.
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Clinical Dossier
1, Overview o f Placement Experience
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Overview of Clinical Placements
Year 1
Adult Mental Health
I completed my Adult Mental Health placement in a Community Mental Health Team (CMHT). 
My work largely involved CBT interventions for clients presenting with a range of difficulties 
including anxiety, depression, psychosis, bipolar disorder, post-traumatic stress disorder and 
personality disorder, but also included systemic work with care home staff. I carried out a piece 
of teaching about anxiety disorders to a carers group, and training on Autism Spectrum 
Disorders to staff in supported accommodation. I engaged in service development work by 
producing an information leaflet for the CMHT giving information on local services and support 
for carers.
Year 2
People with Learning Disabilities
This placement was split between a Community Team for People with Learning Disabilities 
(CTPLD) and an inpatient Assessment and Treatment Unit for people with learning disabilities 
and mental health problems. Clients ranged from having mild-severe learning disabilities, 
neurodevelopmental disorders and mental health difficulties. Clinical work was varied and 
included adapted CBT, narrative approaches, systemic consultations for challenging behaviour 
and dementia assessments. I undertook risk assessments and was involved in safeguarding 
procedures. I supervised an Assistant Psychologist in both a clinical and research capacity whilst 
on this placement. I established, ran and evaluated a mental health and wellbeing group for 
adults with learning disabilities and mental health problems, which I have subsequently 
published in ‘Advances in Mental Health and Learning Disabilities’. I also devised and ran a 
training session for staff on how to run groups in inpatient settings, as this had been identified as 
an area of need within the service.
Child and Adolescent Mental Health
My Child placement was split between a Child and Adolescent Mental Health Service 
(CAMHS) and a Youth Offending Team (YOT). I undertook a wide range of work directly with
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children and adolescents, as well as indirect work with family members. Clients presented with a 
range of difficulties including depression, anxiety, sleep problems, and difficulties managing 
anger. I worked in a range of community settings, including conducting assessments and 
observations within schools. I also conducted a number of cognitive assessments to inform 
treatment plans for clients. Work at the YOT mainly involved engagement work and helping 
young people to think about factors around their offending behaviour. I also engaged in teaching 
and informal consultation to staff at the YOT regarding working in psychologically-informed 
ways with young people who have offended. I was involved in work around Child Protection 
and safeguarding during this placement.
Year 3
Older Adults Mental Health
I completed this placement in a Community Mental Health Team (CMHT) for Older Adults and 
a specialist rehabilitation unit for older people with physical health problems. In the CMHT my 
role comprised various aspects: therapy, consultation and service development. My therapeutic 
interventions completed during this placement included CBT for anxiety and depression, role 
adjustment work for clients with long-term physical health conditions, and life story work for a 
client with Alzheimer’s dementia. I also jointly carried out systemic work with two couples, and 
completed neuropsychological assessments of clients presenting with memory difficulties. I 
acted as a consultant to members of the multi-disciplinary team in both teams. During this 
placement I had the opportunity to run a mindfulness-based group and psychoeducation groups 
about common psychological difficulties alongside physical health conditions. I also engaged in 
a piece of service development work whereby I consulted with service users in order to adapt the 
structure and content of the mindfulness group, and establish links with community-based 
services to improve the care pathway for these clients.
Neuropsvchologv and Neurorehabilitation
My specialist placement was in neuropsychology and neurorehabilitation and was conducted in 
both inpatient and outpatient settings. Clinical work involved neuropsychological assessment of 
clients with acquired brain injury and neurological conditions who presented with a range of 
cognitive and functional difficulties. Interventions included adapted CBT, behavioural 
interventions for challenging behaviour, role adjustment work, insight-raising and cognitive
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rehabilitation. I conducted consultations to members of the multi-disciplinary team. I had the 
opportunity to keywork a number of cases and lead on care planning for these clients. I was also 
involved in conducting formal risk assessments and child protection proceedings, which 
involved liaising with Social Services and community-based teams.
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Research dossier
1. Service-related Research Project: Service Evaluation of an Analytic Group for 
Survivors of Childhood Sexual Abuse
2. Qualitative Research Project Abstract: Perceptions of Facebook
3. Major Research Project: The Experience and Meaning of Acquiring a Subjective Facial 
Disfigurement Following Assault: An Interpretative Phenomenological Analysis of 
Adult Males Experiences
4. Research log
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Service Related Research Project
Service Evaluation of an Analytic Group 
for Survivors of Childhood Sexual Abuse
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Abstract
Objective: To investigate the effectiveness of a group analytic intervention for survivors of 
childhood sexual abuse (CSA). Experiencing CSA is linked to a number of mental health 
conditions and many who have been abused present to NHS Psychological Services later in life, 
therefore it is important to identify effective interventions for this group.
Design: Data was collected from a mixed-sex group analytic intervention for survivors of CSA., 
which ran for 18 months. Outcome measures included the Dissociative Experiences Scale, 
Internalised Shame Scale and CORE-OM, and looked at levels of dissociative experiences, 
shame, self-esteem, risk and wellbeing.
Participants: Data was gathered from 6 participants (3 male, 3 female) who participated in the 
group for 18 months.
Results: Regression analysis was used to investigate group change, and individual levels of 
reliable and clinical change were calculated for each individual for each measure. Overall, 
participants improved on all measures and showed particular improvements on measures of 
shame, self-esteem, problems experienced and general wellbeing. Three of the six participants 
also achieved reliable and clinical change on most outcome measures. No clear trends were 
found in terms of the effect of the intervention on different sex participants.
Conclusion/Implications: Results indicate the group analytic approach is effective for survivors 
of CSA, although further research should investigate the participant characteristics making 
people more likely to benefit from this intervention. Other suggestions for further research are 
outlined.
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1. Introduction
Experiencing Childhood Sexual Abuse (CSA) increases the risk of developing a number of 
mental health conditions including depressive, anxiety-related and personality disorders 
(Spatero, Mullen, Burgess, Wells & Moss, 2004), eating disorders, post-traumatic stress disorder 
and sleep disorders (Chen et ah, 2010). It also increases the risk of suicide attempts (Chen et al., 
2010). Women who have experienced CSA report higher levels of shame in their daily life, 
which was associated with increased interpersonal conflict (Kim, Talbot & Cicchetti, 2009). 
Given the long-term impact on the mental health of survivors of CSA, effective psychological 
interventions need to be identified for working with this group.
A recent meta-analytic review suggests that group psychotherapy is effective for survivors of 
CSA, both for reducing symptoms (for a range of psychiatric disorders) and improving 
functioning (Kessler, White & Nelson, 2003). However, research in the field is limited. Yalom 
(1975, in Valerio & Lepper, 2010) noted that group therapy allows the expression of negative 
and positive feelings and facilitates feedback from others. Groups can therefore operate as a 
secure base through which interpersonal difficulties associated with CSA can be explored and 
resolved. Research indicates that group members challenge each other when engaging in self­
blame for the abuse (Valerio & Lepper, 2010), which appears to be a curative process for 
survivors of CSA.
The majority of research into CSA focuses on women, and most psychotherapy groups are run 
women-only. However, CSA happens to both men and women and has a damaging long-term 
impact on mental health for both sexes. Dube et al. (2005) found that experiencing CSA was 
associated with an increased prevalence of substance use problems, suicide attempts and 
depression in both male and female participants. The service under evaluation established a 
mixed-sex group for survivors of CSA in 2004, hoping to counteract a phenomenon frequently 
observed in single-sex groups: female survivors of CSA “bonding... around the dynamic of 
women as victims and men as abusers” (Valerio, 2011). This group found qualitative evidence 
that both sexes resolved some of their traumatic reactions to CSA, partly due to the nature of the 
mixed-sex group. Little research has quantitatively investigated the impact of psychotherapy 
groups on outcomes for men, and we are interested in differences in outcomes for male and 
female participants.
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Although funding is available for groups for survivors of CSA, it is usually directed towards 
women-only services. In establishing if this intervention is effective in reducing clinically 
significant symptoms and risk for these participants, it may increase funding for the Service.
2. Aims
• To evaluate the effectiveness of the group on symptom change and risk issues, as 
measured by the selected scales (see ‘Measures’).
• To feedback these results to the Service in order to further develop and improve the 
group.
3. Methods
3.1 Design
This group is run for survivors of CSA. It focuses on past traumatic relationships and their 
impact on current relationships, which are re-experienced as traumatic. It is based on Group 
Analytic Theory, and the principle that groups enable survivors of CSA to address their 
interpersonal relationship difficulties within the group, where both manifest (conscious) and 
latent (unconscious) processes are at work. Participants must expressly wish to work on their 
history of abuse. The group is designed as mixed-sex. The facilitators are interested in the 
effect the group has on PTSD symptoms (e.g. dissociative experiences) related to CSA, and on 
reducing risk levels.
3.2 Participant selection
The group is run at an NHS hospital based in Surrey. Participants are referred from Secondary 
Care NHS services e.g. CMHT. They are assessed for group suitability by a Specialist 
Psychotherapist. Inclusion criteria include that the participant is currently experiencing trauma 
which they relate to their CSA. Participants with a forensic history, antisocial personality 
disorder and/or autistic spectrum disorders are excluded, as it is thought they will not be able to 
contribute to interpersonal development, a key element in group process (Barnes, Elmst & Hyde, 
1999).
The group runs weekly for 90 minutes. Participants commit to a minimum of one year, although 
the majority complete 18 months or two years of therapy. Data for this service evaluation was
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taken from an 18 month long closed group. Six participants completed outcome measures. The 
group was run by a Psychoanalytic Psychotherapist.
3.3 Measures
Participants completed three measures:
• Dissociative Experiences Scale II (DES II)
• Internalised Shame Scale (ISS)
• Clinical Outcomes in Routine Evaluation (CORE-OM)
The DES II (Bernstein & Putnam, 1986) measures self-reported dissociative experiences and 
covers different types of dissociation (e.g. amnestic dissociation) and experiences of 
depersonalisation. Higher scores indicate higher levels of dissociation. The scale has a 
Cronbach’s reliability rating of 0.93 (Ijzendoom & Schuengel, 1996).
The ISS (Cook, 1987) looks at how shame is internalised into feelings of worthlessness, 
inadequacy, inferiority and alienation. High scores indicate frequent levels of negative affect 
linked to the self. The scale is composed of two subscales: shame and self-esteem, although the 
second scale is not intended to be an independent measure of self-esteem. Higher scores indicate 
higher levels of shame and self-esteem. The ISS has an internal reliability rating of 0.88-0.96 
(del Rosario & White, 2006).
The CORE-OM is composed of four subscales: subjective well-being, problems/symptoms, life 
functioning and risk to self/others. It was included to give a general overview of functioning, 
and has a reliability alpha rating of between 0.75 and 0.95 (Evans et al., 2002). Lower scores 
indicate higher levels of wellbeing and functioning, and lower levels of problems and risk.
3.4 Procedure
Data was collected by post from 6 participants who attended the mixed-sex group for 18 months 
in 2006-07.
Measures were completed prior to the group beginning, and at 6, 12 and 18 months following the 
start of the group. Few participants completed measures at all time periods (see Table 1), and 
this constitutes a limitation of the service evaluation. However, the data is sufficient to meet the 
objectives above.
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Table 1
Data included in Service Evaluation
Participant Sex Pre-treatment 6 months of 
intervention
12 months of 
intervention
18 months of 
intervention
1 M Y Y Y -
2 M Y Y Y -
3 M - Y - Y
4 F - Y Y Y
5 F - Y - Y
6 F Y Y Y Y
Note: ‘Y’ indicates data set present 
4. Analysis
Data from each measure was analysed for the group as a whole using regression techniques. 
Reliable and clinically significant change over the 18 month period was assessed each individual 
participant. Data from the CORE-OM was analysed as a whole and for each subscale to identify 
if, for example, the group had a greater impact on risk than on functioning.
Data was entered into and analysed in SPSS/PASW. Paired t-tests or other repeated measures 
analyses were not possible because there was substantial missing data pre-treatment and after 12 
and 18 months of intervention. In order to include more of the data points and maximise 
statistical power, general linear modeling was used to fit parallel regression lines for each 
individual using all time points available for that individual. The slope, which represented the 
average change over a six month period, was tested for significant difference from zero. The 
small sample size prevented us from statistically investigating differences between different sex 
participants (for example by allowing slopes to differ between males and females).
Reliable and clinically significant change was calculated for each participant following 
procedures set out by Jacobson and Truax (1991) and using the Leeds Reliable Change Index 
Calculator (Agostinis, Morley and Dowzer, 2008). Reliable change refers to change in scores 
that is greater than that which could be due to measurement error. Clinically significant change 
concerns a difference in scores which moves an individual from a ‘clinical population’ to a ‘non- 
clinical population’. Reliable and clinically significant change were calculated for each measure 
and for each CORE-OM subscale. Means and standard deviations for clinical and non-clinical 
populations were taken from Evans et al. (2005) for CORE scales, Fowke, Ross & Ashcroft 
(2011) for the ISS, and Ijzendoom & Schuengel (1996) for the DES-II. The Calculator gives
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cut-off points for clinical and non-clinical population scores for each measure and subscale (see 
Appendix 2).
5. Results
5.1 Group change
Although not always statistically significant, all scales moved in the direction of clinical 
improvement (Table 2), There was some evidence that reductions in shame and increases in 
self-esteem were not due to chance (P=0.050 and P=0.057 respectively). There was strong 
evidence that increases in wellbeing (CORE Wellbeing) and reductions in problems (CORE 
Problems) were not due to chance (P=0.006 and P=0.027 respectively).
Table 2
Regression analyses showing average score change over a 6 month period
Outcome measure Average change over 
6 month period
95% Cl t-value Significance
level
DES-II -.954 -4.46 to 2.55 -.607 j5 8
ISS Shame -&533 -19.09 to .23 -Z223 .050
ISS Self-esteem 2.267 -.086 to 4.620 2.146 .057
CORE overall -.344 -.720 to .032 -2.039 .069
CORE Wellbeing -.550 -.904 to -.196 -3.462 .006
CORE Problems -.475 -.886 to -.065 -2.579 .027
CORE Risk -.184 -.503 to .135 -1.284 .228
CORE Functioning -.245 -.667 to .177 -1.294 ^25
5.2 Individual change
Results were analysed to investigate reliable and clinically significant change for each 
participant, following Jacobson and Truax’s (1991) procedures and using the Leeds Reliable 
Change Index Calculator (Agostinis, Morley and Dowzer, 2008). According to Jacobson and 
Truax, a reliable change score greater than 1.96 indicates reliable change at the 0.05 level.
Table 3 gives an overview of how participants’ scores changed during the intervention. It shows 
whether participants achieved a reliable level of change, and in terms of clinical significance it 
shows whether a participant got better (moved from a clinical to non-clinical score), worse 
(moved from a non-clinical to a clinical score), or stayed the same, remaining in either the 
clinical or non-clinical group.
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5.2.1 Dissociative experiences
No participants achieved clinically significant and reliable change on the DES-II (see Appendix 
1). Two participants moved into the non-clinical range, however another two participants 
moved into the clinical range at final assessment. It is important to note that these changes 
didn’t meet reliability criteria and so may have been caused by measurement unreliability.
5.2.2 Internalised shame and self-esteem
One male (3) and one female (4) participant achieved reliable and clinically significant change 
by final measurement (see Appendix 1). This indicates that levels of shame significantly 
decreased for these participants. Four participants remained in the clinical range at final 
assessment point, although one of these was approaching clinically significant change which was 
reliable.
Self-esteem reliably increased for three of the six participants post-intervention (see Appendix 1) 
moving them into the ‘normal’ range of scores. One other participant (6) achieved reliable 
change and was approaching clinically significant change.
5.2.3 CORE-OM
Three participants reached clinically significant and reliable levels of change on the overall 
CORE measure (see Appendix 1).
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5.2.4 Wellbeing
Three participants achieved clinically significant and reliable change on measures of 
wellbeing (see Appendix 1), indicating that the intervention improved wellbeing for half the 
group. Another participant (1) was approaching clinically significant change, although this 
may have been due to measurement error as it was not reliable.
5.2.5 Problems/Symptoms
Three participant achieved clinically significant and reliable change on problem/symptom 
measures (see Appendix 1), suggesting they experienced a significant reduction in their 
problems by the end of therapy.
5.2.6 Risk
One participant (3) achieved clinically significant change on risk measures (see Appendix 1), 
but did not meet criteria for reliable change. Two participants (4 and 6) began the group 
with non-clinical levels of risk and maintained this at final assessment, and one participant’s 
risk increased to clinically significant range. It is important to note however that these 
changes were not reliable and so may be due to measurement error.
5.2.7 Functioning
Two participants made clinically significant change in terms of functioning (see Appendix 
1), one of which was reliable (4). Participant 3 made reliable change, but the magnitude of 
this change was insufficient to move them into the non-clinical group.
6. Discussion
This Service Evaluation investigated the effectiveness of an analytic group on symptom 
change and risk levels for survivors of CSA.
Results indicate that treatment was effective in reducing dissociative experiences for some 
group members; two participants achieved clinically significant change on the DES-II. 
Participants entered treatment with varied levels of dissociative experiences; two initially 
scored in the non-clinical range and increased to clinical level, whereas on other measures all 
participants entered therapy with clinically significant scores. Research suggests that 
dissociative experiences often result from CSA, but it may be that this sample did not 
experience this aspect of CSA or under-reported symptoms. Comparing qualitative research 
in the area with quantitative research could highlight if this is the case. Future research
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could investigate the impact of analytic groups on dissociative experiences with a group 
specifically experiencing high levels of dissociation.
Internalised shame and self-esteem both improved post-intervention i.e. shame levels 
decreased and self-esteem increased. 2 participants (3 and 4) reached clinically significant 
and reliable change at final assessment on the shame subscale, suggesting the intervention 
effectively addressed shame-based issues for some individuals. There was a general trend 
towards increased self-esteem post-intervention and half the participants attained clinically 
significant and reliable change. The self-esteem subscale is not an independent measure of 
self-esteem, and therefore provides only an indication of the direction of change. Overall the 
intervention appears effective at reducing shame for survivors of CSA, although it is 
important to note that scores for the clinical population were taken from a group with bipolar 
disorder so clinical differences between the two groups may influence the scores.
Overall functioning (as measured by the CORE-OM and its ‘Functioning’ subscale) 
improved for two participants (4 and 6) post-intervention. Participants 3, 4 and 6 achieved 
significant change on measures of wellbeing (CORE Wellbeing). Many items on the 
‘Functioning’ subscale involve perceptions and experiences of interpersonal relationships, 
whereas ‘Wellbeing’ looks more at intrapersonal issues. This may indicate that the group 
helped some participants to develop a stronger sense of self and also changed their 
experience of interpersonal relationships.
The group facilitators were particularly interested in the impact of the analytic intervention 
on risk levels. The results were varied and unfortunately no participants reached reliable 
levels of clinically significant change. This implies that more attention needs to be directed 
to specifically addressing issues of risk if greater change is to be achieved.
Given the mixed-sex nature of the group, a particular interest was the impact on outcomes 
for different sexes. No clear trends emerged from this data in terms of sex differences. With 
a larger sample one could investigate sex differences using further regression analyses.
When looking at change for individuals, it is interesting to note that half the group 
consistently improved (participants 3,4 and 6), whereas the other half appeared not to 
benefit from the intervention in terms of the outcome measures used. Two of these 
participants were female and one was male. Unfortunately, due to paucity of participant 
information it is impossible to infer why these differences occurred (e.g. related to age, 
previous therapeutic input?).
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Data on the group was limited, which is a weakness of the evaluation. Lack of participant 
information makes drawing detailed conclusions about the effectiveness of the group 
difficult. Similarly, it is unknown why these participants joined the study while others in the 
group did not, and these factors may be influential in terms of whom the intervention is 
effective for. Future studies should collect more participant data in order to investigate these 
differences.
As previously stated, there is a dearth of research into the efficacy of analytic group therapy 
for survivors of CSA. This evaluation shows that the approach is effective for some clients, 
particularly in terms of improving reported wellbeing, experiences of problems, increasing 
self-esteem and decreasing shame. The evaluation is based on one small group and few 
participants completed outcome measures at every time point, therefore generalisability of 
the evaluation is limited. Further group analytic interventions should be systematically 
evaluated to draw wider conclusions about the efficacy of this approach for survivors of 
CSA. In terms of individual change, a primary concern for Clinical Psychologists, the 
intervention clearly benefitted at least half the participants on a majority of the measures.
Service-related implications
The results from the evaluation will be presented to the Service in July. By increasing 
awareness of the groups’ current strengths and weaknesses, it is hoped the Service can 
amend the group to further address relevant issues e.g. risk. The evaluation also highlights 
the merit of a group analytic approach for this population, particularly relevant in the current 
climate of Service redesign where interventions have to prove their worth in terms of 
outcome measures.
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Appendix 1
Clinically significant and reliable change by participant
Dissociative experiences
Table 1
DES-II: Clinically significant and reliable change by participant
Participant First DES-II 
score
Last DES-II 
score
Difference in 
scores
Clinically
significant
change?
Reliable 
change met?
1 32.857 28.214 0.966 Same
(clinical)
No
2 7.143 13.571 -6.5 Worse No
3 17.143 4.286 12.857 Better No
4 20.741 15.357 5.384 Same
(clinical)
No
5 8.571 21.429 -12.858 Worse No
6 11.071 3.571 7.5 Better No
Note: The cutoff for clinical significance ‘c’ = 13.53
Note: See Table 1 in main body of article for participant sex and time points included in 
analyses. There was 12 months between the first and last score for all participants apart from 
participant 6 where it was 18 months.
Internalised shame and self-esteem
Table 2
ISS Shame clinically significant and reliable change by participant
Participant Pre-treatment 
ISS shame 
score
Post-treatment 
ISS shame 
score
Difference in 
scores
Direction of 
clinical change
Reliable 
change met?
1 86 79 7 Same (clinical) No
2 45 50 -5 Same (clinical) No
3 79 27 52 Better Yes
4 61 21 40 Better Yes
5 78 89 -11 Same (clinical) No
6 75 35 40 Same (clinical) Yes
Note: The cutoff for clinical significance ‘c’ = 32.41
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Table 3
ISS Self-esteem clinically significant and reliable change by participant
Participant Pre­ Post­ Difference in Direction of Reliable
treatment treatment scores clinical change met?
ISS self­ ISS self- change
esteem score esteem score
1 11 20 9 Better Yes
2 13 11 -2 Same No
(clinical)
3 7 17 10 Better Yes
4 10 17 7 Better Yes
5 11 9 -2 Same No
(clinical)
6 7 13 6 Same Yes
(clinical)
Note: The cutoff for clinical significance ‘c’ = 15.13
Note: Higher scores indicate higher levels of self-esteem
CORE-OM
Table 4
CORE clinically significant and reliable change by participant
Participant Pre­ Post­ Difference in Direction of Reliable
treatment treatment scores clinical change met?
CORE score CORE score change
1 2.117 1.794 0.323 Same No
(clinical)
2 2.588 3.176 -0.588 Same No
(clinical)
3 1.853 0.559 1.294 Better Yes
4 2.176 0.824 1.352 Better Yes
5 2.882 2.853 0.029 Same No
(clinical)
6 2.088 0.794 1.294 Better Yes
Note: The cutoff for clinical significance ‘c’ = 1.587
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CORE Wellbeing
Table 5
CORE Wellbeing clinically significant and reliable change by participant
Participant Pre-treatment 
Wellbeing 
score
Post­
treatment
Wellbeing
score
Difference in 
scores
Direction of
clinical
change
Reliable 
change met?
1 2.8 1.8 1 Same No
(clinical)
2 3.8 3.5 0.3 Same No
(clinical)
3 2.5 0.5 2 Better Yes
4 3 1 2 Better Yes
5 3.750 3.5 0.25 Same No
(clinical)
6 2.75 1.25 1.5 Better Yes
Note: The cutoff for clinical significance ‘c’ = 1.587
CORE Problems/Symptoms
Table 6
CORE Problems clinically significant and reliable change by participant
Participant Pre­ Post­ Difference in Direction of Reliable
treatment treatment scores clinical change met?
Problems Problems change
score score
1 3.160 2.583 0.577 Same No
(clinical)
2 3.583 4 -0.417 Same No
(clinical)
3 2.083 0.583 1.5 Better Yes
4 2.416 0.916 1.5 Better Yes
5 3.750 3.583 0.167 Same No
(clinical)
6 2.916 1 1.916 Better Yes
Note: The cutoff for clinical significance ‘c’ = 1.534
86
CORE Risk
Table 7
CORE Risk clinically significant and reliable change by participant
Participant Pre­ Post­ Difference in Direction of Reliable
treatment treatment scores clinical change met?
Risk score Risk score change
1 1.666 1.5 0.166 Same No
(clinical)
2 0.333 1 -0.666 Worse No
3 1.333 0.333 1 Better No
4 0.833 0 0.833 Same (non- No
clinical)
5 1.5 1.333 0.167 Same No
(clinical)
6 0.833 0.5 0.333 Same (non- No
clinical)
Note: The cutoff for clinical significance ‘c’ = 0.886
CORE Functioning
Table 8
CORE Functioning clinically significant and reliable change by participant
Participant Pre-treatment Post- Difference in Direction of Reliable
Functioning treatment scores clinical change met?
score Functioning change
score
1 1.083 1.166 -0.083 Same (non- No
clinical)
2 2.333 3.333 -1 Same No
(clinical)
3 2.666 2.166 0.5 Same Yes
(clinical)
4 2.333 1.083 1.25 Better Yes
5 2.636 2.666 0.03 Same No
(clinical)
6 1.666 0.666 1 Better No
Note: The cutoff for clinical significance ‘c’ = 1.29
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Appendix 2
The Leeds Reliable Change Calculator
Please note: All text this and the following page is taken directly from the website fo r  the 
Leeds Reliable Change Calculator and is not the work o f the author o f this Service 
Evaluation
http://www.leeds.ac.uk/lihs/psvchiatrv/courses/dclin/completed research/RCI Tramline Pis 
plav/RCI main page.html
“Introduction: The Leeds Reliable Change Indicator (Agostinis, Morley and Dowzer, 2008) 
provides a user-friendly calculation of scores as well as a visual representation in the form of 
a ‘tramline’ display of whether change in scores reported by a client at the end of treatment 
(in comparison to baseline) is clinically significant. It also determines whether the change is 
reliable or due to the degree of error of the measuring tool.
Useful for: anyone who uses psychological and/or health measures in patient work. It can be 
used for any measure.
How it works: There is mock data already in the front sheet (this is the TAB named 'Enter 
your data here'). You need to replace this with the data from your measure (i.e. the initial and 
end scores for your patient and the remainder of the data that you can get normally from the 
tables at the back of manuals for your measure or in the standardization data in manuals or 
journals)
Once you have entered all the data required, click on the TAB at the bottom of the screen 
named 'RCI GRAPH' and enjoy the show! You will notice the graph and its contents change 
according to the scores and the data relevant to the scores of the measure you choose as you 
change the data in the first sheet.”
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Example input for the Leeds Reliable Change Calculator
Reliable Change Index (RCD tramline display calculations for negatively tuned 
measures (i.e.lower scores = more functional)
What was the client's score on the measure on initial assessment? 57
What was the client's score on the measure on final assessment? 12
What is the minimum score of your measure ? 0
What is the maximum score on your measure? 63
What is the reliability of the measure (you can use the 'r' value or the 'a' value from the 
normative data of your measure)? 0.88
What is the Standard Deviation (SD) for the clinical population of your measure? 12
What is the Mean Score for the clinical population of your measure? 51
What is the Standard Deviation for the 'normal' population of your measure? 7
What is the Mean Score for the 'normal' population of your measure? 20
Example output from the Leeds Reliable Change Calculator
The starting point on the graph
What is the maximum score on your measure?
What is the Standard deviation for the population in the measure? 
Reliability for measure or subscale
What was the client's score on the measure on initial assessment?
What was the client's score on the measure on final assessment?
Standard Error of Measurement (SeM)
Standard Error of Difference (SeDiff)
Reliable Change Index (RCI)
Upper RCI Confidence limit
Lower RCI confidence limit
Upper RCI for plotting tramline display
Lower RCI for plotting tramline display 
Criterion "a' for clinical significance 
Criterion 'b' for clinical significance 
Criterion ’o' for clinical significance (simple)
Criterion 'c' for clinical significance (if SD of clinical and normative are 
unequal)
The starting point for the lines of clinical significance
0
63
12
0.88
57
12
4.15692193
8
5.87877538
3
7.65465544
6
11.5223997 
5
11.5223997 
5
74.5223997 
5
51.4776002
5
27
34
30.5
31.4210526
3
-2
Note: Lines in bold are those used in this Service Evaluation for assessing reliable and 
clinically significant change.
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Qualitative Research Project:
Perceptions of Facebook
90
Abstract
This study aimed to investigate the perceptions of the social networking site ‘Facebook’ 
amongst its users. Quantitative research on this topic has tended to focus on campus-based 
student samples, and a qualitative approach and a non-student sample was selected here in 
order to generate richer data for analysis within a wider group of Facebook users. Semi­
structured interviews were carried out with four participants, and data was analysed using a 
Thematic Analysis approach. Four major themes emerged from the data: ‘communication’, 
‘knowledge of others’, ‘change in use over time’, and ‘the ‘dark side’ of Facebook’. 
Participants noted the utility of Facebook in enhancing communication and increasing 
knowledge of others, both close and distant friends. A general trend for fluctuating use of 
Facebook over time was reported. Concerns were raised over the possible addictive and 
psychologically or socially damaging impact of using Facebook. Differences also emerged 
between the constructions of how Facebook could be used, and the ways in which 
participants actually felt they used the site. Implications for the role of Facebook in both 
individual and wider social contexts are discussed, and directions for further research are 
suggested.
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Abstract
Objective: This research investigated how men experienee and make meaning from 
acquiring a subjective facial disfigurement (SFD) through interpersonal assault. 
Understanding how men interpret SFD following assault eould illuminate key processes of 
adjustment, as well as identify potential areas for psyehologieal support to be introduced to 
the relevant eare pathways.
Design: Semi-structured interviews were conducted and transcribed verbatim. The study 
employed the qualitative methodology of Interpretative Phenomenologieal Analysis (IPA). 
Ethical approval was granted from the National Research Ethics Service (NRES), a London- 
based National Health Service Researeh and Development board, and the University of 
Surrey ethies panel.
Participants: Purposive sampling was used to identify seven adult male partieipants. All had 
sustained facial injury through interpersonal assault and had received treatment for this in 
maxillofaeial injury serviees. All participants identified themselves as dissatisfied with their 
facial appearance following assault.
Results: Analysis of the data generated three superordinate themes: The Struggle to Adjust, 
Regaining Control, and Regaining or Losing a Pre-Injury Identity. Results are diseussed with 
reference to two main bodies of literature: visible differenee and trauma.
Conclusions/Implications: Aequiring a subjective facial disfigurement following assault 
had a substantial impact on the psyehologieal wellbeing of partieipants. There appears to be 
a complex interplay between adjustment proeesses, coping style and impaet of assault and 
SFD on identity. The importance of adopting proaetive, problem-foeused coping methods is 
discussed, as well as the need to evaluate the subjeetive effieacy of coping strategies and the 
motivation underpinning them. Clinical and service implieations of the researeh are 
discussed, as are the limitations of the study. Opportunities for further researeh are 
identified. A reflective position is held throughout, as this is key to the interpretative aspeet 
oflPA.
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Introduction
This qualitative research project investigates the experience and meaning of aequiring a 
subjective facial disfigurement following an interpersonal assault. The study was conducted 
with adult male assault victims who were recruited from a maxillofacial injury clinic where 
all had received treatment for facial injuries following assault, and all reported subjeetive 
facial disfigurement. The research employed the qualitative methodology of Interpretative 
Phenomenological Analysis (IPA) to explore the experiences of these men.
A Review of the Research Literature into Facial Disfigurement, Maxillofacial Injury 
and Mental Health
A number of researeh areas were drawn on to understand the clinical field and evidence base 
for this study. The main focus of the researeh was the meaning and experienee of aequiring a 
subjective facial disfigurement (SFD) following assault, but much of the reviewed researeh 
focuses on other experiences of visible difference such as that resulting from bums, head and 
neck cancers, and congenital deformities e.g. eleft/lip palate. This is due to a dearth of 
researeh into SFD following assault. Clearly one cannot assume that the findings from these 
areas of researeh will necessarily generalise to a population that has sustained their SFD 
from assault, and so the limitations of each research area are considered. This study also 
focused on the potentially traumatic origins of the acquired SFD, and therefore a critique of 
relevant trauma literature is given. An overview of the literature pertaining to the impaet of 
maxillofacial injury on mental health is also given, although researeh in this field is scarce 
and therefore only a tentative picture is available. These three bodies of literature support 
this qualitative study into a new field of disfigurement research, and links are drawn between 
the theoretical and evidence bases of disfigurement and trauma.
Literature search strategy.
A literature search was conducted using the following search engines: PsyeArticles, 
PsyeBooks, Psychology and Behavioural Sciences Collections, Psyclnfo, PsycTests and 
MEDLINE. The following terms were searched for: ‘maxillofacial OR orofacial’ &
‘psych*’; ‘maxillofacial OR orofacial’ & ‘injury’; ‘maxillofacial OR orofacial’ & ‘identity’; 
‘appearance OR visible difference’ & ‘men’ & ‘injury’; ‘appearance OR visible difference’ 
& ‘identity’; ‘adjustment’ & ‘assault’; ‘adjustment’ & ‘trauma’; ‘adjustment’ & 
‘disfigurement’; ‘assault’ & ‘identity’; ‘masculinity’ & ‘assault’. Reference lists of articles 
were also searched for relevant studies.
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Studies foeused on children and adolescents were excluded as researeh partieipants were 
adults, and researeh indicates that the processes involved in adjusting to disfigurement in 
adolescence (a time where identity is developing normatively) is different from adjusting to 
disfigurement in adulthood (where identity has been established and is generally stable). 
Studies that looked at non-faeial disfigurement (e.g. breast cancer and mastectomy) were 
also excluded, as all partieipants in this study had sustained facial injuries, and there is 
evidence that facial differenee has unique effects (Wong et al., 2007). In terms of the assault 
literature, studies relating to non-stranger forms of assault (e.g. domestic violence, sexual 
assault) were excluded, as these are typically conducted with women and generally represent 
a much more chronic assault experience than the isolated incident of stranger assault 
experienced by partieipants in this study. Similarly, trauma literature related to military 
veterans was not reviewed, as it was also thought that this potentially repeated exposure to 
violence was qualitatively different from the singular assault sustained by partieipants in this 
researeh (Bonnano & Diminieh, 2013).
Terminology.
The field of appearance researeh is broad and a number of terms are used to refer to 
individuals with altered facial appearance. Some researchers apply the term ‘facial 
disfigurement’, while others find this to hold negative connotations and use the term ‘visible 
difference’. This study utilises the term ‘subjective facial disfigurement’ or ‘SFD’, as it was 
felt that ‘visible difference’ did not sufficiently capture the altered facial appearance that 
participants reported. ‘Subjective’ was equally important, as subjeetive, not objective, 
appraisal of visible differenee is linked to psychosocial adjustment (e.g. Moss, 2005). The 
appearance charity ‘Changing Faces’ uses ‘disfigurement’ as a noun, and therefore it is not 
intended to encapsulate the individual but merely to reference the aesthetic effects of 
changes to the face. It is used with the same spirit in this study; nonetheless the author is 
mindful of the potential judgement inherent in the terminology used.
Maxillofacial injuries and mental health.
At least half a million facial injuries occur in the UK every year, of which 125,000 result 
from interpersonal assault (Hutchinson, Magennis, Shepherd & Brown, 1998). Many of these
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injuries require eare from NHS maxillofaeial injury units, who work jointly with numerous 
other speciality services to provide complex intervention and post-operative eare. 
Maxillofacial surgery involves surgical manipulation or reconstruction of the skeleton of the 
face. Injuries requiring this kind of surgery can be caused by a wide range of factors 
including congenital, developmental and acquired conditions e.g. facial deformity sustained 
from cleft lip and palate, cancer, and assault.
Recent researeh has identified that the effects of maxillofacial injury on mental health can be 
severe and substantial; between 27 and 41% of individuals develop problems such as 
depression, anxiety disorders and PTSD following maxillofaeial injury (Bisson, Shepherd & 
Dhutia, 1997; Hull, Lowe, Devlin, Finlay, Koppel & Stewart, 2003; De Sousa, 2010). Wong 
et al. (2007) screened those entering a maxillofaeial injury clinic following assault and found 
34% partieipants met criteria for PTSD and 35% met criteria for depression. While these 
studies were limited in sample size and included a variety of origins of maxillofaeial injury, 
they provide early indication of negative psychological sequelae of maxillofacial injury. 
Other studies have identified high rates of anxiety, depression and psychiatric disorder at 
different time intervals post-injury (Sen, Ross & Rogers, 2001; Marshall, 2010), with assault 
victims reporting significantly higher rates of psyehologieal distress than road traffic 
accident survivors (Shepherd, Qureshi, Preston & Levers, 1990). Many of these studies used 
different outcome measures for assessing mental health disorders, had high attrition rates and 
employed different periods of follow-up, and therefore obtaining an accurate picture of the 
mental health outcomes of maxillofacial injury patients is still an area requiring further 
investigation.
PTSD following maxillofaeial injury is associated with poorer and slower physical recovery 
(Hull et al., 2003), keeping people in need of NHS serviees and thereby increasing the 
economic burden on the NHS. NICE guidelines recommend that all individuals identified 
with PTSD should be offered psyehologieal treatment (NICE, 2005), as should some of those 
experiencing anxiety disorders and depression (NICE, 2011; NICE, 2009). Correctly 
screening people into these treatments eould have a positive impaet on their recovery and 
long-term physical and mental health. Despite these guidelines and the evidence supporting 
the presence of psyehologieal difficulties after maxillofaeial injury, psychiatric aftercare is 
not currently part of the routine post-operative eare package for those experiencing 
maxillofaeial injury. This may be partly due to maxillofaeial serviees not having specialist 
skills in assessing or treating psychological distress following injury. For example, Bisson, 
Shepherd & Dhutia (1997) reviewed the notes of 47 maxillofaeial clinic patients following
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assault (60%) or accident (40%). They found references to mental state in only six of the sets 
of clinical notes, no evidence of mental health screening having taken place, and no notes 
indicating that the patient had been referred for psychiatric support following trauma. 
Individuals may therefore need but be left without psychological support following trauma, 
and services may be unable to accurately identify who may require such support. The clinical 
experience of the author supports these findings, and obtaining a better understanding of the 
experiences of maxillofaeial injury patients and their recovery is clearly an area of researeh 
need.
Facial disfigurement and mental health.
As a result of maxillofacial injury, some individuals may have a permanently altered facial 
appearance. Literature on assaulted maxillofacial injuiy patients is scarce, with the majority 
of available studies into facial disfigurement and/or maxillofaeial injury focused on patients 
with dermatological conditions, bum victims and head and neck cancer survivors. This 
literature will be drawn on in the review, although clearly generalising from these groups to 
assault victims may not always be appropriate.
Thompson & Kent’s (2001) review of adjustment to visible differenee found substantial 
levels of mental health difficulties associated with living with visible difference; rates of 
anxiety tended to be higher than depression and PTSD was also present (see Thompson & 
Kent for details). Reviews of disfigurement researeh are challenging for a number of 
reasons: firstly, many studies are conducted with small samples reemited from hospital sites, 
and follow-up periods are often limited (12 months or less). In addition to this, studies use 
different measures of psyehologieal difficulties and thus results may not be comparable, and 
control groups are rarely used. They also include facial disfigurement from a range of 
sources (e.g. bums, cancer). Nonetheless, the extent of the review provides a useful overview 
of the literature. Other studies of partieipants with visible differenee would support these 
findings, for example, bum victims drawn from a social support group exhibited 
significantly higher levels of anxiety than matched controls (Hulbert-Williams, 2008), high 
rates of PTSD were seen in victims of facial lipoatrophy at one month follow-up (Ong et al., 
2007), and survivors of head and neck cancer reported rates of depression at 27% at six 
month follow-up (Katz, Irish, Devins, Rodin & Gullane, 2003).
It is by no means the ease that all individuals with facial disfigurement experienee 
difficulties in psychosocial adjustment and functioning; many studies have found positive
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outcomes for people with visible difference. Vickery, Latchford, Hewison, Bellew & Feber 
(2003) found that facially disfigured cancer patients did not experience an inferior quality of 
life to the general population. Similarly, qualitative studies with facially disfigured 
individuals have reported positive experiences following disfiguring conditions (Hubbard, 
Kidd & Kearney, 2010), although these did not use standardised clinical outcome measures. 
In addition to this, many studies find that psychological symptoms decrease over time at 
longitudinal (e.g. 3 year) follow-up (Hulbert-Williams, Hulbert-Williams, Mcilroy & 
Bunting, 2008) but many studies fail to re-assess clients at this point. Rumsey’s (2004) 
review of body image and disfigurement had mixed findings in terms of psychological 
outcomes for individuals with visible disfigurement; many studies reviewed found that 
individuals with visible differences had negative self-image and lowered confidence as a 
result of their appearance, whereas others found self-esteem was unaffected. However, many 
of the studies reviewed were conducted with children and therefore the results may not be 
generalisable to adults. Despite these limitations, and with the caveats outlined earlier in this 
section, it appears that individuals who sustain facial disfigurement are at substantially 
elevated risk of developing psychological difficulties following facial injury compared with 
the general population.
Researchers have suggested that facial disfigurement may act not only as the trigger but also 
as a maintaining factor for mental health difficulties. Moi, Vindenes & Gjengedal’s (2008) 
participants found that participants’ altered bodies acted as reminders of the bum trauma that 
they had experienced, and that participants were more aware of their physical vulnerability 
post-bum, leading to feelings of watchfulness and careful planning of day-to-day life. It is 
questionable if findings can be generalised from research with these bum victims, who were 
hospitalised for some length of time and likely sustained much greater scarring and visible 
difference than the assault population of this piece of research. However, if our participants 
also found their appearance a reminder of a potentially traumatic experience, these findings 
may prove relevant.
Subjective interpretation of injury.
A number of factors may complicate the relationship between facial disfigurement and 
psychological sequelae. For example, some researchers have proposed that the extent of 
disfigurement may play a role, with greater psychological difficulties resulting from larger 
levels of visible difference (Tebble, Adams, Thomas & Price, 2006). However, cosmetic 
disfigurement has been associated with PTSD amongst female bum victims and amputees
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(Fukunishi, 1999), regardless of level of impact on functioning. Several studies have simply 
failed to establish any relationship between extent of disfigurement and impact on 
psychological wellbeing (Halcomb, Daly, Davidson, Elliott & Griffiths, 2005; Rumsey et al., 
2003; Vickery, Latchford, Hewison, Bellew & Feber, 2003).
Other research has suggested that it is the perceived severity of injury that is crucial to 
psychological wellbeing. Moss (2005) studied 400 maxillofacial surgery patients (including 
assault victims) and found strong correlations between subjective ratings of injury severity 
(how different the individuals’ believed their appearance was from a ‘normal’ appearance) 
and poor psychosocial adjustment. This correlation was strongest for patients with a visible 
difference (i.e. an injury/altered appearance on the face, neck, hands). Objective ratings of 
injury severity (clinicians’ ratings of how different the individuals’ appearance was from 
‘normal’) had a weaker relationship, highlighting the importance of the patient’s, rather than 
the clinician’s, opinion in assessing wellbeing. Unfortunately, objective and subjective 
ratings of injuiy severity were carried out on two different groups of patients and therefore 
the results may not be comparable, although the large sample size and similar characteristics 
of patients in each group goes some way to counteract this. Numerous other studies have 
placed a similar emphasis on the subjective interpretation of degree of disfigurement 
explaining the degree of psychosocial adjustment (Ong et al., 2007; Thompson & Kent, 
2001), albeit that these studies were largely conducted with patients receiving facial surgery 
for other reasons than assault. The common finding that subjective interpretations of injury 
are responsible for most of the variance in adjustment scores suggests that the individuals’ 
processing of their disfigurement is important to understand when considering psychosocial 
adjustment to maxillofacial surgery. However, research has found that subjective satisfaction 
with appearance is not routinely evaluated in maxillofacial injury patients (Millsopp et al.,
2006), although this study only reviewed the case notes of cancer patients within a service. 
To date, there are few studies investigating the patient experience of subjective 
disfigurement following maxillofacial injury and how patients adjust to living with this 
visible difference.
Facial disfigurement and the self.
There is evidence to suggest that facial injury and visible difference may have a unique 
impact on mental health, as "the face, with its visibility and uniquely individualized features, 
substantially defines individuals' perceptions of self-image and identity [and] consequently, 
adjustment to facial injury and disfigurement may pose unique challenges" (Wong et al..
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2007), Research in the fields of bums and cancer survivors has supported this concept. Moi, 
Vindenes & Gjengedal’s (2008) research includes accounts from bum victims of seeing their 
changed face and body and thinking “’That is not me’” (p.281), capturing how the physical 
changes reflect changes in perceived identity and self. Similarly, participants in Hubbard, 
Kidd & Keamey’s (2010) study reported identifying with pre-cancer photographs of 
themselves but not feeling that their new appearance correctly reflected their identity, or 
simultaneously feeling like themselves and unlike themselves. Research has also emphasised 
the disruption to identity that is caused by others reacting differently to people post­
injury/illness, e.g. participants expressed the belief that others no longer saw them for who 
they were but instead just saw a bum victim (Moi et al., 2008). Not all participants in these 
qualitative pieces of research felt changed, so one cannot assume that facial disfigurement 
will automatically affect the self-concept.
Studies with adult cancer patients have reported that patients find treatment and its effects 
dismptive and unpleasant, but do not associate this with a changed sense of self (Hubbard, 
Kidd & Keamey, 2010), possibly because they have previously gone through a similar 
experience (e.g. significant illness) or because they perceived themselves to have generally 
lived a life of suffering, into which cancer can fit. Hubbard et al. identified a number of 
influential factors in the changed/unchanged identities of participants. Some participants 
preferred to segregate their illness experience and illness self from their pre-illness life, for 
example by continuing to work in the same job as this proved a space where a non-illness 
self could be remembered and re-experienced. When participants were unable to engage in 
their pre-illness activities this was associated with lowered mood, however it did not 
necessarily present a threat to their identity. The authors found that if the cancer appeared to 
‘fit in’ with other life experiences (e.g. history of illness), people felt less threat to their 
identity from it. There is no equivalent research with maxillofacial injury patients, but it may 
be that history of assault influences how the participants’ identities may be affected by the 
experience.
A number of theories have been proposed to explain why disfigurement may have an impact 
on the self. Higgens (1987) self-discrepancy theory is often cited in relation to body image 
distress following appearance change. This theory states that people hold actual, ideal and 
ought selves within their self-constmct, and that discrepancies can lead to particular 
emotional states such as low mood. This has more recently been combined with schema- 
based models to produce a framework for body image distress, which states that individuals’ 
appearance is constructed into an internalised model of the self, and any discrepancies that
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challenge this internalised model then result in psychological distress (Altabe & Thompson, 
1996). Recent reviews have found limited evidence to support either model (Thompson & 
Kent, 2001) but these theories warrant further exploration as a means of theoretically 
understanding body image distress.
Moss and Carr (2004) proposed that it is not just the content of the self-construct, but also 
the organisation of various factors within this that relate to the impact of disfigurement on 
identity. Rumsey (2004) proposes that the more central that an individual’s appearance is to 
their identity, the greater the disruption they will experience if that appearance is altered. 
Lawrence, Fauerbach & Thombs (2006) tested this theory with a large sample of long-term 
disfigured bum victims, and found that the relationship between scar severity and body 
image distress was strongest for those who rated their appearance as very important, and 
weakest for those who believed their appearance was not important, although this research 
was limited by a small sample size and high attrition rate.
Origin of injury and mental health difficulties.
While it is evident that sustaining a facial disfigurement can have a substantial impact on 
mental health, it is also important to consider the origin of the facial disfigurement. Some 
evidence exists to support the influential role of the origin of maxillofacial injury (i.e. 
whether congenital, developmental or acquired) on the psychological outcomes of the 
individual. Thompson & Kent’s (2001) review found that greater levels of negative 
psychological sequelae were present in those with an acquired disfigurement (e.g. through 
experiences such as assault) than those with congenitally disfiguring conditions, possibly 
because those with congenital conditions learn to manage this condition throughout 
childhood and adolescence and have never known an alternative appearance. Limited 
research has identified significantly elevated rates of anxiety and depression in facial trauma 
patients compared with those seeking elective maxillofacial surgery (Islam, Ahmed, Walton, 
Dinan & Hoffman, 2012), suggesting an association between mental health difficulties and 
surgery resulting from trauma as opposed to cosmetic surgery.
Shepherd, Qureshi, Preston & Levers (1990) found that individuals who had sustained injury 
through assault reported significantly higher levels of anxiety, depression and psychiatric 
disorder at 3 month follow-up than their accident-injured counterparts. Other studies have 
found that assault victims report the greatest psychological effects of facial injury at 6-month 
follow-up, with levels of self-consciousness decreasing in accident and sport-related injury
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participants but remaining elevated in assault patients (Tebble, Adams, Thomas & Price, 
2006). Research with veterans has found much higher rates of PTSD in this population than 
in other trauma groups (e.g. terrorism, accident), although this may be due to a longer history 
of multiple traumatic events experienced rather than the qualitative nature of the trauma 
(Amir, Kaplan & Kotler, 1996). These studies were methodologically limited: relatively 
small sample sizes, culturally diverse, used different measures to quantify illness, excluded 
large numbers of potential participants (e.g. due to intoxication at time of hospital admission) 
and so may have presented only a sub-section of assault patients, however they give an 
indication that assault holds a different meaning or has different consequences relative to 
other injuries. At present, research with males who have sustained facial injury through 
interpersonal assault is extremely limited, and this study contributes to a gap in the 
knowledge base.
Adjustment to facial disfigurement.
Given that adjustment to facial disfigurement is so varied, additional factors must be relevant 
in determining why some individuals adjust better than others. One of these (subjective 
interpretation of injury) has already been discussed. A number of other relevant factors that 
may explain some of the variance within adjustment to disfigurement will be explored 
below, to highlight potentially important factors for the adjustment of participants within this 
study.
Gender differences in adjustment.
Simmons (2010) suggests that males are more likely to experience traumatic events, but that 
women are more likely to experience poor psychological outcomes following trauma. Given 
the gaps in the trauma literature previously discussed (i.e. literature with male participants 
focuses on veterans; female participants are generally victims of sexual assault or domestic 
violence), this is an interesting area for further study. There is limited research to suggest 
that gender differences may be important in the interpretation and effects of assault and 
violent crime. In a small-scale study of men and women following a violent crime, 100% of 
female participants identified the event they had experienced as traumatic, whereas less than 
30% of male participants (matched for comparable traumatic events) said that these were 
traumatic (Simmons). This could be interpreted as these men being less easily traumatised 
than women, or it may reflect a difference in how readily men and women will acknowledge 
that an event was traumatising. More male participants in this study also believed that the
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experience had done them good rather than harm, as it prompted them to make positive 
changes in their life. Conversely more than half the female participants felt that they had 
been adversely affected by the event. This is of course only one small study, but this type of 
gender difference is important in understanding how men and women may differently 
interpret the experiences of violent crime and any psychological sequelae.
Gender differences have also been found in disfigurement research: Katz, Irish, Devins, 
Rodin & Gullane (2003) found psychological outcomes following disfigurement from head 
and neck cancers to be worse for females than males, and found a moderating effect of social 
support on psychological wellbeing for females but not for males. Similarly, Cash, Santos & 
Williams (2005) identified that social support was not perceived to be an important factor in 
adjustment of males. A single-gender study into adjustment to subjective facial 
disfigurement following assault will therefore enable the researcher to further explore the 
differences which have currently been established in the literature.
Disguising the disfigurement.
Camouflage or disguising disfigurement is often employed by individuals with visible 
difference, with mixed effectiveness (Cash, Santos & Williams, 2005; Rumsey, 2004). 
Although covering the difference may enable the individual to feel more confident in social 
situations, it may also foster ongoing anxiety about the disfigurement, fears that they will be 
‘discovered’, or that people are not judging them for the ‘real’ them. Rumsey cites limited 
research into gender differences in disguising disfigurement, which indicates that men are 
less likely to utilise disguising techniques such as camouflage than women. Investigating 
how men adopt or ignore disguising techniques for their subjective facial disfigurement may 
add to this knowledge base.
Coping strategies.
Much work has investigated the role of emotion-focused or problem-focused coping in 
adjustment to disfigurement and trauma. Research has found that bum victims who engaged 
in emotion-focused strategies (disengaging from thinking about the disfigurement; 
discussing their altered appearance is very emotionally-laden terms) experienced more body 
image distress and perceived greater negative social impact of their disfigurement than 
participants who engaged in problem-focused coping methods (Fauerbach et al., 2002), but it 
is of note that the emotion-focused coping group was younger and objectively more
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disfigured. Cash, Santos & Williams (2005) found that those engaging in avoidant coping 
strategies had greater body image dissatisfaction, felt that their appearance influenced their 
self-worth and sense of self, and had lower self-esteem. The same study identified positive 
rational coping as associated with greater body image quality of life, but once again findings 
are limited due to the use of a young participant population and limited men within the 
sample.
In terms of the trauma literature, much research has investigated the role of coping in 
adjustment to trauma, and has similarly found that problem-focused coping is the most 
effective means of preserving psychological health. Perceptions of current control (i.e. 
focusing on the controllable aspects of a situation) have been linked to less trauma-related 
distress (Frazier et al., 2011), as has maintaining a focus on the future (Bonnano, Pat- 
Horenczyk & Noll, 2011). These studies are small sample, often utilising self-report methods 
and different measures of coping and distress, and so more standardised larger-scale 
replications would be useful in terms of generalisability. The cognitive model of PTSD 
prioritises what it terms ‘reclaiming one’s life’ (Ehlers & Clark, 2000, p. 337), which 
includes re-engaging with previously enjoyed activities and relinquishing avoidant 
behaviours, and could be described as a problem-focused coping strategy. Overwhelmingly, 
then, the evidence from both fields of research supports problem-focused coping for 
psychological wellbeing.
Social support.
A review of adjustment to traumatic injury found social support accounted for 8-22% of the 
variance in psychological wellbeing post-injury (Halcomb, Daly, Davidson, Elliott & 
Griffiths, 2005). This was not a systematic review and therefore can only give an indication 
that social support may be relevant in adjustment post-trauma, however research into 
disfigurement has found social support to be crucial post-disfigurement (Katz, Irish, Devins, 
Rodin & Gullane, 2003; Rumsey, Clarke, White, Wyn-Williams & Garlick, 2004). Studies 
have found that individuals with visible difference have difficulty in social interactions, 
reporting that others avoid them, stare, and interact differently towards them than towards 
non-disfigured individuals (Rumsey et al.), however this sample was drawn from many 
different groups of maxillofacial injury, and the ‘trauma’ population (bums victims) had 
long-standing or minimal disfigurement and so may not be comparable with the population 
of this research. The role of social support in adjustment to trauma and disfigurement is 
therefore unclear, but several interventions around social interaction have been successfully
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implemented with facially disfigured populations, suggesting that there is a clinical need and 
that it is important (Rumsey & Harcourt, 2004),
One study investigated a concept termed ‘social self-efficacy’, which referred to the extent to 
which the disfigured individual felt confident and personally able to influence others’ 
responses to their visible difference. The researchers found that the relationship between 
perceived disfigurement and psychological distress was moderated by the individuals’ levels 
of social self-efficacy, indicating that those who consider themselves disfigured but feel 
confident in managing the social effects of this do not tend to experience psychological 
distress (Hagedoom & Molleman, 2006). This is an isolated small sample piece of research 
that used relatively untested measures, and so is clearly fraught with limitations in terms of 
generalizability. However, given the importance of the individual’s perceptions in 
adjustment to visible difference, the concept of social self-efficacy seems to be one that 
would benefit from further investigation.
Process of adjustment to disfigurement.
Konradsen, Kirkevold, McCallin, Cayé-Thomasen & Zoffmann (2012) developed a model of 
adjustment to facial disfigurement with 15 cancer patients, which proposed that patients pass 
through three stages in their adjustment: becoming disfigured, being a disfigured person, and 
transforming to a person with a disfigurement. Patients moved through these different stages 
on vastly different time schedules, with some completing all three stages in a short period 
while others took up to a year. In order to become an individual with a disfigurement, as 
opposed to one who is defined by that disfigurement, patients tended to have adopted 
proactive coping strategies for managing others’ responses, to have dealt with feelings of 
isolation, and integrated their altered appearance into their sense of self. The model has 
limited support as it has not been tested beyond this small Danish sample with whom it was 
developed, but proposes an interesting series of stages of adapting to disfigurement. 
Researchers in the field of bums care have also developed a model of the adjustment process 
for adapting to disfigurement following bum injury. This model posits that individuals 
initially pass through a particularly low period of body image satisfaction shortly after 
acquiring the injury, where they must leam new coping strategies and accept changes that are 
beyond their control (Thombs et al., 2008). Testing the model had a number of important 
findings: importance of appearance had a strong relationship with body image over time; and 
body image satisfaction mediated the relationship between pre- and post-bum psychosocial 
adjustment. These findings suggest that an individuals’ conceptualisation of their body
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image is a relevant factor to understand in the adjustment process of traumatic acquired 
facial disfigurement. Again, this model is relatively recently developed, was tested on a 
small sample and does not have a large body of evidence to support it, and so must be 
applied with caution.
A third model of adaptation following facial surgery in adulthood has been developed by 
Furness, Garrud, Faulder & Swift (2006). This model used a mixed sample of twenty-nine 
individuals with acquired facial difference; the origin of visible difference included a wide 
range but did not specify if any participants had been assaulted. This model proposed that 
participants experienced a complex adjustment process, which depended on interplay 
between the demands of the situation, the cognitive, behavioural and affective resources 
utilised to manage that situation, and the appraisal of the efficacy of these resources. The 
authors also stress the importance of pre-existing factors such as personality traits, attitudes 
to appearance, social support and finding benefits in the situation. This model was developed 
using grounded theory and therefore offers an in-depth examination of the adjustment 
process following facial surgery for acquired facial injury in adulthood. However, it is 
largely untested with other facial injury survivors and will be difficult to adequately test as it 
includes factors that are difficult to measure, such as personality traits.
The models all emphasise the importance of adaptive coping strategies in adjusting to visible 
difference, as well as the need to achieve a certain level of body image satisfaction post­
disfigurement. Applying these models to an assault population is of course not without 
limitations, as the origin of injury may have an impact on the adjustment process. However, 
these models may offer a helpful framework for understanding the experiences of assault 
victim maxillofacial injury patients with a disfigurement. Thompson & Kent (2001) call for 
further research into the processes involved in adjustment to disfigurement and the strategies 
that disfigured individuals employ to manage their adjustment, and this research can 
contribute to this gap in the literature.
Adjustment to assault.
There is a dearth of literature examining the experiences of males who have been subject to 
interpersonal non-combat violence; however, a number of studies explore the factors that 
may be important in determining adjustment to assault.
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Studies investigating adjustment to assault often focus on the cognitive processing of the 
trauma. Holding negative views of the self or a trauma-centred view of the self is strongly 
associated with presence of PTSD symptoms long-term (O'Donnell, Elliott, Wolfgang & 
Creamer, 2007; Webb & Jobson, 2011). These findings are echoed in the Ehlers and Clark 
(2000) model of PTSD, which emphasises a sense of permanent individual change in the 
development and maintenance of PTSD symptoms. In contrast, finding meaning from trauma 
(Davis & Novoa, 2013) and positive change in the self post-trauma (Linley, Joseph & 
Goodfellow, 2008) is linked to better adjustment and lower levels of depression and PTSD. 
These studies must be interpreted with caution, as they are relatively recent, small scale, use 
different measures of symptom prevalence and different means of assessing adjustment, and 
therefore need to be replicated to enhance the evidence base. However, this would support a 
focus on the individuals’ subjective interpretation of the traumatic incident and its physical 
and psychological sequelae, as does the disfigurement literature.
An emerging area of traumatic research focuses on resilience to traumatic events. Bonnano 
& Diminich (2013) review the evidence for what the authors term ‘minimal impact 
resilience’ i.e. resilience to a single traumatic event (such as an assault experienced by 
participants in this study), and suggest that it is “phenomenologically distinct from chronic 
adversity” (p. 378). They also emphasise that the capacity for resilience likely comes from a 
multitude of sources (e.g. personality characteristics, coping style), rather than one particular 
strength or ability that lies within an individual, and that an individual’s resilience likely 
fluctuates over their lifetime as life circumstances alter and people are experiencing 
cumulatively greater or lesser stress; again this appears an adequate summary of the evidence 
from the disfigurement literature base. The authors discuss the importance of coping 
strategies, and in particular, whether the immediate response after a traumatic experience is 
one of threat and awareness of the potential for harm, or challenge and the potential for 
growth. The importance of accepting the traumatic experience is highlighted by the authors.
Rationale for the current study.
Maxillofacial injury results in poorer mental health for some individuals; however there is 
currently little to identify who may benefit most from psychological support following 
trauma. Maxillofacial injuiy patients may consider themselves disfigured post-surgery, 
which has been linked to poorer psychological outcomes. The effect of sustaining a visible 
difference has been shown to have an impact on mental health and concepts of identity and 
the self in other populations (e.g. bum survivors and cancer patients), but this has yet to be
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investigated for assault victims with maxillofacial injuries. Service data and clinical 
observation from the Centre for Oral and Maxillofacial surgery (the recruitment centre for 
this research) indicate that the majority of their patients sustain injuries following 
interpersonal assault rather than other acquired means or congenital conditions, and the 
current research evidence may therefore not be applicable to the majority of maxillofacial 
injury patients.
There is evidence to suggest that males and females may process trauma differently, may 
respond differently to facial disfigurement, and may utilise diverse coping strategies in 
adjusting to an acquired facial injury. There is therefore evidence to support single-gender 
research into the psychosocial impact of assault and SFD. Qualitative research also prizes 
homogeneity within a sample, and therefore single-gender studies are preferable. Research 
into trauma, particularly assault trauma, is more commonly conducted with female survivors 
of domestic abuse or sexual assault, and therefore there is dearth of literature examining the 
experience of males who are assaulted. Research has called for further studies to examine the 
need for psychological treatment of those experiencing violence-related facial trauma (Wong 
et al., 2007), and therefore further investigation into the experiences of those following 
single-impact trauma is warranted. Clinical evidence from the Service under investigation 
(unpublished data) indicated that the majority of service users are male victims of 
interpersonal assault, suggesting that this client group has a need to be included in research 
data. This research therefore focused on a sample of male survivors of interpersonal assault.
There is considerable scope in which to explore the experiences of men who have sustained 
facial disfigurement following assault. Evidence suggests that it is the individual’s subjective 
assessment of their appearance that is most important in subsequent psychological outcomes 
(e.g. Moss, 2005; Thompson & Kent, 2001), and individual self-assessment of presence or 
absence of facial disfigurement is therefore the best criteria for inclusion into studies of 
visible difference. Understanding how men interpret the experience of SFD following assault 
could illuminate the processes of adjustment and adaptation that people experience after such 
an injury, as well as identifying potential areas for psychological support and guidance to be 
introduced to the maxillofacial injury care pathway.
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Reflections.
After reviewing the literature I felt it was important to reflect on my own assumptions and 
experiences, as these may have played a part in the construction of my interview schedule 
and my interpretations of research data, both during interviews and analysis.
My experience in the maxillofacial injury clinic suggested that the patient voice is not 
always sought out or attended to, and I was interested in what the experience was for the 
individual who had sustained a SFD. Conversation with surgeons within the service 
identified a particular area of concern for staff, in that they felt some patients experienced 
very successful surgery and sustained minimal scarring, but that these patients did not 
necessarily seem to recover well in terms of regaining psychosocial functioning (e.g. they 
found it difficult to return to work, or expressed dissatisfaction with their appearance). This 
conversation generated my interest in the patients’ perspective of their appearance post­
surgery, and given the research into objective/subjective disfigurement, it seemed a valid 
area to investigate further.
I was unsure how willing male participants would be to disclose vulnerability to a young 
female healthcare professional, and thought that they may be reluctant to discuss their 
thoughts or feelings around acquiring a SFD. I believed that the skills I had acquired in 
developing a therapeutic relationship would be useful in facilitating discourse around a 
potentially sensitive topic, and intended to use these to manage any silences or difficult 
moments in interview. I intended to use my reflective journal to maintain an awareness of 
my own feelings in order to separate my personal beliefs about appearance from the 
participants’ beliefs as much as possible.
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Research Questions
Three key research questions were generated from the literature review:
1. How do men experience the psychosocial effects of a subjective facial 
disfigurement?
2. How do men conceptualise the violent aetiology of their subjective facial 
disfigurement?
3. How is men’s sense of identity affected by sustaining a subjective facial 
disfigurement following assault?
Methods
Design
This research was run concurrently with a quantitative prevalence study investigating the 
mental health difficulties of maxillofacial injury clinic patients. That study aimed to add to 
the existing knowledge base concerning the prevalence rates of anxiety, depression and Post- 
Traumatic Stress Disorder (PTSD) following traumatic facial injury, and to identify 
predictive factors (e.g. sociodemographic factors) related to developing negative 
psychological sequalae in this patient group. While this quantitative research will add to an 
evidence base for the presence or absence of psychological difficulties following 
maxillofacial injury, it does not give an in-depth perspective of the experience of sustaining 
maxillofacial injury and subjective facial disfigurement following interpersonal assault. The 
current study was designed to fulfil that gap in the knowledge base.
Qualitative research
Given that the population under consideration had hitherto been relatively neglected in both 
the fields of disfigurement and trauma, it was felt that a qualitative approach would be most 
appropriate for investigating the research questions. Qualitative research enables the 
researcher to adopt an exploratory approach and is therefore useful when there is a dearth of 
existing literature, as it allows the participants to bring whatever aspects of the phenomenon 
under examination they feel are most important. Quantitative research, on the other hand, 
may presuppose the elements that are most important and unwittingly omit key aspects by 
restricting participants in their options of responses. For example, it is possible that the 
population under consideration may have a unique perspective because of the traumatic 
origin of their subjective facial disfigurement (SFD), and therefore a quantitative approach 
based on other types of SFD may fail to capture important aspects of their experiences.
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A range of methods of qualitative analyses were considered for the study. Other research in 
the field has used a variety of approaches, for example, thematic analysis has been used to 
explore the experiences of 18 individuals with cancer diagnoses (Hubbard, Kidd & Keamey, 
2010). Thematic analysis tends to be used with larger numbers of participants to generate an 
overall perspective of a phenomenon, rather than an in-depth early exploration of 
experiences. In contrast, grounded theory sets out to generate a comprehensive theoretical 
framework for the topic under consideration, and as such is better conducted where the 
idiographic or phenomenological aspects of the topic have already been researched. 
Grounded theoiy approaches have been used to develop models of adjustment for cancer 
patients (Konradsen, Kirkevold, McCallin, Cayé-Thomasen & Zoffmann, 2012) and 
survivors of facial surgery (Furness, Garrud, Faulder & Swift, 2006). However, as research 
in the field of interest in extremely limited, a grounded theory approach would not currently 
be possible. Interpretative Phenomenological Analysis (IPA) was chosen as the most 
appropriate methodology, as the phenomenon under investigation in this study was the 
personal experiences of the individuals in this relatively new field of investigation. An DPA 
approach could establish the beginnings of a framework for future research in this field. 
Similar approaches (phenomenological analyses) have been used to explore the experience 
of 14 participants describing adjustment to bum injury (Moi, Vindenes & Gjengedal, 2008) 
and with 5 participants describing the meaning-making process following cancer (Roing, 
Hirsch, Holmstrom & Schuster, 2009).
Interpretative Phenomenological Analysis.
Interpretative Phenomenological Analysis (IPA) was deemed the most suitable approach, as 
this initial foray into a new realm of human experience is suited to the exploratoiy nature of 
the subjective disfigurement research. Given the dearth of literature examining a) the 
experiences of assaulted populations following maxillofacial surgery, and b) the experiences 
of SFD following assault, it was felt that an approach that prioritises exploration and 
understanding of individuals’ experience was most suitable, and this is the goal of IPA. 
There are three key epistemological areas underpinning IPA: an idiographic approach, a 
phenomological focus, and a hermeneutic standpoint. Each of these will be considered in 
relation to the research questions specified.
Taking an idiographic perspective entails maintaining an interest in the individual's 
interpretation of an experience, not striving to achieve a representative experience, which 
quantitative approaches may prioritise. As this research is the first that has been conducted
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with this participant sample, understanding each individual’s conceptualisation of their SFD 
will endow the researchers with rich data that future research can build on to develop a 
broader conceptual framework of the experiences of this population.
A phenomenological focus is concerned with exploring experiences in the individuals’ 
terms. In this study, for example, emphasis is not placed on the opinions of clinicians or the 
Police, but in the language that the individual employs to explain what they have been 
through. In a social constructionist framework, the use of language is particularly important 
as it endows power and authority. A phenomenological approach is equalising, as it places 
equal value on the participants’ experience and the researcher’s interpretations.
Hermeneutics is the study of interpretation and is particularly interested in exploring 
meaning through text. In IPA the researcher holds in mind that the individual has attempted 
to make sense of their experience and this becomes the text under analysis. That text must be 
considered (i.e. interpreted) in its social context, as language, culture and experience are all 
entwined. The approach therefore enables us to understand the experiences of individuals 
within their socio-cultural context, aware of the implicit values and norms that participants 
may be subject to.
As previously identified, the experiences and meaning-making of men who have acquired a 
SFD following assault has never previously been researched, and an Interpretative 
Phenomenological Analysis (IPA) design was adopted for a detailed study of this group. An 
IPA study not only portrays the experiences of a population as that population recounts them, 
but then attempts to reflect on the researcher’s biases and assumptions that have been 
influential in understanding those experiences. This marries with this study’s aims, which are 
to establish participants’ unique perspective of their experience of their SFD following 
interpersonal violence. IPA also allows the researcher to propose links between the 
recounted experiences of participants and theoretical frameworks of psychology.
An essential part of an IPA study involves the researcher tracking and documenting their 
own processes and assumptions throughout the research process. This enables the researcher 
to reflect upon the co-production of knowledge that is inherent in IPA. To facilitate this 
process, the author kept a reflective journal throughout the research process to bracket off 
pre-existing knowledge and assumptions during interviews, but incorporate these into the 
reflexive interpretation process.
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Ethical approval
This research was granted ethical approval by the National Research Ethics Service (NRES), 
a London-based National Health Service Research and Development board, and the 
University of Surrey ethics panel (see Appendix A).
Risk
A standardised risk protocol was constructed for the quantitative research project (see 
Appendix B), and this procedure was followed for the qualitative study.
Participants
Eleven potential participants were identified from those that had opted into the qualitative 
research project when participating in the quantitative research. Two agreed to take part but 
were not able to arrange interviews at times convenient to both them and the researcher; two 
declined to participate when followed up for the qualitative interview. Seven participants 
were recruited in total. All participant-identifiable information has been removed to protect 
confidentiality. All participants met the following criteria:
• Adult males (aged 18+)
• Sustained facial injuries through assault at least 3 months prior to interview
• Received treatment in the maxillofacial injury clinic in the 9 months prior to 
interview
• Described themselves as dissatisfied with their facial appearance on the DAS-24 
questionnaire at initial assessment in the quantitative project
Participants were aged 21,22, 25, 29,30, 34 and 40. Ethnicities included White British, 
White European and White North American. Participants had a range of employment 
statuses, including students and being unemployed. One participant disclosed that he was 
diagnosed with depression prior to the assault; all others had no history of contact with 
mental health services. Four participants were married or cohabiting, one was in a 
relationship and two were single. Objective severity of injury was not assessed, as the 
evidence suggests that subjective ratings (in this case, subjective facial 
disfigurement/dissatisfaction with appearance) are a superior indicator of psychological 
effects and adjustment.
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Five participants had been victims of stranger assault (i.e. did not know their attackers); two 
knew their attackers as acquaintances. All participants had contacted the Police about their 
assault; none had seen their attackers prosecuted. Participants ranged from being 3-12 
months post-assault at time of interview.
Measures
The Derriford Appearance Scale -  Short Form (DAS-24; Carr, 2005) was used as a 
screening tool to identify suitable participants for the study. This is a measure of body image 
disturbance that investigates body image distress and body image disturbance. It has a 
reliability correlation of 0.82 for clinical populations and 0.88 for general populations, and 
high construct and face validity. Total score on the DAS-24 was not used as a measure of 
inclusion; the scale was simply used to identify those participants in the quantitative study 
who identified themselves as concerned about their facial appearance following assault and 
surgery.
Procedure
Participants were recruited through a Centre for Oral and Maxillofacial Surgery in London 
where they had received assessment and treatment. All participants had consented to take 
part in a quantitative prevalence study investigating the mental health difficulties of 
maxillofacial injury clinic patients. From this pool of participants, purposive sampling was 
used to identify suitable participants for this study. Participants were approached between 
time two and time three in the prevalence study (see Appendix C). Participants were 
telephoned and given a brief explanation of the research, and asked if they would like to 
participate. On the day of interview, participants were re-briefed of the purpose of the 
research, given the information sheet and re-consented to participate. Travel expenses were 
reimbursed.
Semi-structured individual interviews were carried out by the author using the interview 
schedule in Appendix D. The interview schedule was developed in several stages (see 
below). Consultation with a Service User representative at the University of Surrey also took 
place while the interview schedule was being developed, as it was thought that it may be 
participants’ first opportunity to discuss the assault and psychological impact of the 
experience, and thus would need to be conducted sensitively.
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Interviews were conducted in an NHS service. Interviews were audio-recorded and 
transcribed, and ranged from 35 to 90 minutes in length. The transcription was then subject 
to IPA analysis following procedures laid out by Smith, Flowers and Larkin (2009).
Development of the interview schedule.
The interview schedule was developed in a series of phases. Initial topics of interest were 
generated from the literature review after having identified the current gaps in knowledge 
and theoretical areas of importance. These topics were then narrowed down into three key 
areas of interest: psychosocial adjustment to SFD and assault; the meaning of acquiring a 
SFD through assault; and the impact of both of these factors on identity. Qualitative, open- 
ended, non-leading questions were developed that would tap into these areas; this stage was 
completed following discussion with supervisors.
Reflections
Prior to commencing this study I had published qualitative research and therefore felt 
comfortable adopting this methodological approach. I also have a degree in literature, and 
therefore had a longstanding interest in how individuals use language to construct their world 
and how this construction can become a truth in its own right. I therefore believed that an 
IPA approach fit with my epistemological stance and would be a methodology that I could 
fully engage in.
I was aware that typically men access healthcare services, particularly mental healthcare 
services, less frequently than women (Department of Health, 2008). My clinical experience 
with young males (18-40) was limited unless they had been seen in a specialist service (e.g. 
neuro-rehabilitation, learning disabilities), and I was conscious that I may be the first mental 
healthcare professional that they had ever met. I was also mindful that this may be their first 
time discussing the assault in detail from a psychological perspective (i.e. not a Police 
interview), and that this could prove distressing for the individuals. For this reason I was 
keen to consult with a service user in order to make the experience as supportive and 
accessible as possible.
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Data Analysis
Transcripts were read and re-read to enable the author to familiarise themselves with the 
content. Each individual transcript was subject to detailed textual analysis to generate initial 
themes, ideas and reflections. These points were then grouped into larger categories to create 
a summary for each transcript. Themes were compared across transcripts to develop broader 
themes across all participants. Three superordinate themes were generated for discussion. 
Please see Appendix E for the development of superordinate themes, and Appendix F for 
examples of transcript analysis.
The validity of the analysis was assured in a number of ways. Firstly, this research was 
supervised by two experts: one in the field of appearance research and qualitative 
methodology, and the other in trauma. The latter supervisor was leading the quantitative 
research within the maxillofacial injury clinic, and therefore was familiar with the population 
under investigation. These supervisors were privy to the analytic process as it developed, and 
followed the systematic development of themes from the data. Secondly, a peer group of 
Trainee Clinical Psychologists undertaking IPA research was formed to discuss and analyse 
qualitative methodologies, including IPA. This group offered challenges to assumptions and 
interpretations, as well as discussions of clinical and service-related implications of the 
findings. Finally, direct quotations from interviews have been used to support the 
researcher’s assertions, and the divide between the content and the interpretation of the 
content is explicit throughout, thus maintaining transparency.
Reflections
During the process of analysis I utilised my reflective diary to maintain a position of 
refiexivity. Of primary interest to me was my perception of the participants’ SFD; I had 
expected that participants might have substantial scarring and visible difference, whereas in 
reality I found it difficult to notice any facial difference unless it was pointed out. I felt that 
my reflective listening skills were important in facilitating open discussion of this difference, 
and helping the men to discuss their views.
I was interested that the first two participants I interviewed appeared to be managing their 
SFD veiy differently: one felt he was functioning very well, the other felt that he was not 
coping at all. I also perceived them in these terms, in that the latter participant appeared 
similar to clients that I have worked with in the past, and I was aware that my clinical role as
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a Trainee Clinical Psychologist likely influenced my views in this respect. I was interested in 
how this may have shaped my analysis into viewing the participants as psychologically 
‘well’ or ‘unwell’, or those who were coping or struggling. I was mindful to engage deeply 
with the text when these assumptions occurred to me, in order to prevent myself from 
adopting a medical model approach and categorising participants in terms of symptoms or 
diagnostic labels, as this is against the spirit and epistemology of IPA.
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Results
Themes were grouped into three superordinate themes: The Struggle to Adjust; Regaining 
Control; and Regaining or Losing a Pre-Injury Identity.
Table 1: List o f superordinate and sub-themes
Superordinate
Theme
The Struggle to 
Adjust
Regaining Control Regaining or Losing a 
Pre-Injury Identity
Sub-themes Processing the 
trauma
Re-building the 
body
Regaining identity
Turning points Re-presenting the 
body
Permanent identity 
change
The trauma- 
centred period
Reducing risk of 
assault
The face as a 
reminder of the 
trauma
Managing others’ 
reactions
A changed 
outlook
The need to take 
risks.
Efficacy of 
strategies in 
increasing a sense 
of control
The Struggle to Adjust
Each of the men described the struggle they experienced to adjust to the assault and 
subjective facial disfigurement (SFD). The process of adjustment seemed highly 
idiosyncratic, with the men describing their individual trajectories with personally-relevant 
moments highlighting their pre- and post-assault experiences. Some of the men characterised 
themselves as having failed to adjust, and being stuck in a completely different place since
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the injury. Several participants described discernible stages in their process of adjustment, 
some of which are outlined below.
Processing the trauma.
Most of the participants were able to relay a meta-narrative of how they had processed or 
were continuing to process the experience of sustaining a SFD following assault. For many, 
this process began with a period of shock and confusion, as the unexpected attack felt 
incongruent with their lives. Several men expressed how they felt set apart from others after 
this experience, and the subsequent psychological difficulty of managing these feelings of 
difference.
The fact that I  was there [in the maxillofacial injury clinic] just didn’t make any sense. (Tirn) 
[It was] as i f  I  was getting picked out from, say, civilisation...like my appearance looked 
really different to everyone else’s and things like that. It was hard, it really was. (Shaun)
Most of the participants (except Charlie) agreed that processing the assault and SFD took a 
substantial period of time. Although many participants largely returned to their pre-injury 
lives in terms of returning to work and resuming social commitments, all participants 
acknowledged that they continued to process the assault and SFD for some time following 
the actual surgery.
I t ’s something you think about a lot, it’s not something that you just park and put on the 
shelf. (Adain)
It was just a slow realisation over time. At first...you just don’t believe it...it took me ages 
really to comprehend it all. (Tirn)
Turning points.
Several of the men described particular moments during the period following assault and 
SFD where they recognised that something in their adjustment or recovery process had 
shifted. Adam experienced a period of shock and anxiety, which was followed by a period of 
relief when his injuries were not as severe as initially feared. However, relief gave way to a 
gradual realisation of longer-term effects, which then preoccupied him.
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There was a whole kind o f linear steps [sic] I  had to go through,.. [Initially] I  was just kind 
o f relieved that I  was going to be ok in the long run... [but] you pass the point o f relief... I  
started noticing little differences. (Adam)
Tim also noticed marked stages in his adjustment process, which he divided into 
physical/emotional recovery. For Tim, these two aspects of the trauma had to be dealt with 
sequentially as they were too overwhelming to manage concurrently.
[Initially] I  was so focused on the physical aspects o f the surgery, actually about...how I  
looked, or how I  couldn Y eat, or the swelling and the soreness, that not at one point did I  
think about kind o f the emotional side o f it. Cos the emotional side came a lot later. (Tirn).
For both Adam and Tim, adjusting to their assault and SFD was a gradual process that 
unfolded over the months post-assault. They described a long and slow journey towards their 
current states, where they were back at work and feeling positive about their recovery and 
future. In contrast to this, Stuart spoke of a shorter and more dramatic adjustment process.
He described a pivotal moment in his recovery, where he decided that being ‘unwell’ had 
lasted long enough and he had to make changes and start getting better.
I  suppose Ijust sort o f realised to myself that I  either carry on like this or I  get up and start 
doing things again. I'm quite rational like that, so I  was sort o f like 'I've had my little strop', 
'I've had my little miserable time'. So that was it really. (Stuart)
Like Stuart, Charlie also described a conscious decision he had made in the months 
following his recovery where he decided to put the incident behind him and not dwell on it 
any longer.
I t ’s just such a long story and then having to talk about your reaction to it and stuff like that, 
and after a while I  was just like, ‘you know what, it was just two weeks o f my life, andjust 
get on with it. (Charlie).
However, in contrast to Stuart, who still felt strongly affected by the assault and SFD,
Charlie spoke frequently about how little he had been affected by the assault and SFD, and 
how he had not really experienced a period of adjustment or recovery.
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It took about two weeks after [surgery] o f just being at home and taking medication and stuff 
like that, and then I  was fine, and it was all over. (Charlie)
It seems, then, that all of these men had spent time processing the trauma and making some 
sense of it within their wider lives, either to bracket it off as an anomaly in the past, or to 
incorporate it as an important journey back to their current state.
The trauma-centred period.
In contrast to the experiences of ‘turning points’ described above, other men had no such 
experience. For Jamie, Shaun and Robert, adjustment following the assault and SFD was 
something that had never arrived. These participants tended to conceptualise the day of 
assault as the beginning of a new period, rather than part of a wider life narrative as the other 
participants did. This group of men didn’t tend to differentiate between stages or phases of 
their lives post-injury but rather thought the trajectory had not altered since the experience of 
assault.
Ever since that day [of the assault] I  have to be more masculine and ready for anything, cos 
I  don Y wanna like go through all that stuff again. (Shaunj
[These days I] try and stay indoors, and try and avoid going outside and even like walking 
round... I'm not a fidgety person or someone that's always on edge, but since this has 
happened, it's as i f  you've got to have eyes in the back o f your head and you're constantly 
watching to see who's around you. (Robert)
The experiences Shaun and Robert describe here are potentially exemplary of diagnosable 
psychological conditions such as Post-Traumatic Stress Disorder (PTSD), which are 
characterised by the desire to avoid future trauma, hypervigilence and adopting avoidance 
tactics to reduce the threat of future trauma. These men also saw themselves as 
fundamentally changed following the assault and SFD, and were struggling to return to their 
pre-assault day-to-day lives.
The face as a reminder of the trauma.
An important aspect of going through facial surgery and sustaining a SFD following assault 
seemed to be the link between this experience and acquiring a physical reminder of the
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trauma. Some men were keen to stress that the SFD held a personal resonance that those 
around them failed to comprehend.
No one can hardly see it, but lean, and lean on a daily basis. I  know that it’s there. (Shaun)
I  mean people obviously look at it now and they don't think that it's that big, and I  know it's 
good compared to what it could have been, but I  still know it's there. (Stuart)
These quotes suggest that Shaun and Stuart may have been told by others that their SFD is 
“not that big” or not very visible, but that rather than providing reassurance, this has seemed 
to invalidate their concerns about their SFD.
For Robert, who was struggling to cope following the assault and SFD and receiving 
psychological treatment at the time of interview, his physical changes following his assault 
and surgery were experienced as tangible reminders of his assault.
I  try every day not to think about what's gone on, but it's like when you brush your teeth, or 
you're having a wash, andjust touching your head you know, laying [sic] in bed and you lay 
the wrong way and that can wake you up, you know, because i f  I  lay into it and dig my 
fingers into the side o f my head, because it's all sore on that part there... where they screwed 
it [I don’t know] if  it's moving, or whether it's just bruising where it's settling with the plates, 
but it's just, it just feels horrible. (Robert)
Robert’s experience was also shared by others, who reported difficulties with chewing and 
eating as well as engaging in physical exercise following assault and surgery. These long­
term physical changes have implications for treatment, as they may act as psychological 
triggers for thoughts of the assault/SFD experience, as well as affecting an individual’s 
ability to return to their pre-injury lifestyle.
A changed outlook.
It seemed that the assault and SFD forced some participants into a new awareness of the 
world that they struggled to come to terms with. The experience was characterised by 
confusion and the sense of being different.
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I t ’s one o f those things ...until it happens to you, you know, you probably don’t appreciate 
it....I always knew there was idiots around but I  always felt safe...Ijust don’t think [others] 
understand the mental anguish. Yeah, just the general risks of....not being safe. (Adam)
Adam’s description of the experience suggests that it is an experience that it would be 
difficult to comprehend without having experienced it, and it may be that others failed to 
factor this in to the post-assault period. Adam was not alone in his increased perception of 
risk following this experience; similar thoughts were reported by all participants, and all took 
steps to reduce risk in their future lives (see Regaining Control).
The changed outlook was not necessarily negative; some participants (including Adam) were 
able to reflect on the lessons they had learned from their assault and SFD, and had actually 
drawn some positive conclusions from the experience.
Fve taken some stufffrom it, definitely, um, like my friendships have grown from it... and 
maybe it’s shown me that I  \ e  got some really great friends that will just do anything for you 
in times o f crisis. (Timj.
I  think [the assault] did help me, it did. I  think it opened up something, like, it’s good to ask 
for help. (Tini)
Ifeel a lot better today, Ifeel like a lot more in control, and I  kind o f look back and I  was 
just getting kind o f lazy in life, you know, not as focused... [the assault and SFD] was just a 
spark to, kind of, be the best I  can be. (AdamJ.
Both of these men reflected on their lives following the assault and SFD and been able to 
take something positive from the events. In contrast, the participants that were struggling to 
adjust to the event conceptualised the experience as one of loss, in which they had to wait to 
regain their lives;
Having a disfigurement, it’s just taken a lot away ...I don’t feel as enthusiastic and confident 
in day-to-day life. I  just can’t be bothered. (IShaun)
I ’m hoping eventually I ’ll just, like. I ’ll forget about what happened, and that will be in the 
back o f my head, and I ’ll just get on and not have to be like ‘Is anyone behind me? ’ or ‘Is
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anyone looking at my nose? ’ Eventually, hopefully, FU just forget that, and I ’ll just carry on 
with my normal day. (Jamiej.
While Adam and Tim were able to be proactive and use their experiences to change their 
behaviour (ask for help, improve self), Shaun and Jamie felt de-skilled and ill-equipped to 
manage the changes they were experiencing.
Regaining Control
All participants agreed that they had adopted some strategies to manage the psychological 
impact of the assault and/or SFD. For some, this was about limiting the possibilities of future 
attacks, for others it was managing the reactions of others’ to their altered appearance. All 
but one participant (Charlie) engaged in some means of enhancing their appearance post­
assault and surgery. For some men, this took the form of physical changes such as body­
building or losing weight. Others described an increased focus on their clothing or other 
external appearance-related items. The men varied in the extent to which they consciously 
engaged in this behaviour or could identify their motivations behind making these changes. 
All participants identified a strategy they had implemented that increased their feelings of 
control over their lives post-assault.
Re-building the body.
Interestingly, although participants were only asked about facial changes, all participants 
(except Charlie) spoke about making changes to their entire body. Adam referred to a 
“package deal” of physical changes following facial surgery, as he had gone on to have 
cosmetic dental work and nasal reconstructive surgery following the assault, as well as 
losing a substantial amount of weight.
I ’ve broken my nose many times...and always hadn’t been re-set properly, so [the assault] 
kind o f sparked on, so I  said ‘Ok maybe get your teeth straightened but you should probably 
get your nose straightened as well, so I  actually went through kind o f a parallel 
process... this whole process, for some reason...kind o f was a trigger to fix  that. (Adarn)
For Adam, the SFD had resulted in a new focus on his appearance, which in turn had led him 
to engage in other non-essential surgeries and appearance-change processes.
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Some of the men described developing an interest in body-building or muscle-building 
following their assault and SFD, and explicitly linked this to presenting a more ‘masculine’ 
appearance. Interestingly, these participants were the same men who were struggling to 
adjust to their assault and SFD.
/ felt quite weak that someone had done that to me. I  mean I'd been hit before, so it wasn't 
like the fact that I'd been hit, it was the fact that I'd been hit and it'd broken my jaw or 
something like that...So, that was like, right I  need to get bigger. (Stuart).
Body-wise, I  would kind o f say, try... [and] do some press-ups or something like that, just to 
build some sort o f masculine appearance ...just to look a bit different, cos it takes more eyes 
off everything else. (Shaunj.
Now Fm ready at any point to, like, protect myself i f  I  need to. So I  go to the gym five times a 
week now, which [sic] before I  never went to the gym. (Jamie)
Shaun described his body-building as a distraction technique, which enabled him to be in 
control of how others viewed him and focus less on his SFD. For Jamie, however, increasing 
muscle and strength was linked to the assault, and was one of his methods of ensuring that he 
was not assaulted again.
Re presenting the body.
Rather than physically alter the body, some of the men spoke about a new focus on their 
appearance in terms of clothes and other external appearance aids. For Adam, again, this 
appeared to be motivated by making more effort with his overall appearance.
[Fm] not reinventing myself, but putting a little extra, you know, maybe dressing a little 
nicer, you could add that into the pile o f things that Fve tried to do in the last year. (Adam^
Other men, like Jamie and Shaun, were more explicit about changing their clothing in an 
effort to counteract the SFD, and distract attention away from their face. These distraction or 
hiding techniques were adopted by the same men that had built up their physical body to 
appear larger and stronger.
I f  I  wear glasses it kind of, you know, stops [people] seeing the eye structure. (Shaun)
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[My clothes are] a hit o f a comfort blanket really...longer, covered-up...l think the more 
clothes you have, the more brighter [sic] you wear, then the more they’re going to look at 
that than look at your face. (Jamie)
Jamie highlights the emotional effect of being able to take control of others’ views of him by 
wearing distracting clothes, describing the “comfort” and soothing effect of disguising his 
body as much as possible, and how exposed he feels when others see him for who he is and 
notice his SFD. He also spoke about how disguising himself with clothing was a risk 
management strategy that he believed made him less likely to be attacked.
I  wear hats and that covers quite a lot o f stuff, like that covers my scars, and i f  I ’m in a 
dodgy situation I ’ll just pull my hat down. (Jamie)
Jamie also explicitly linked his altered emphasis on clothing and appearance with his altered 
sense of self and reduced confidence following the assault and SFD:
Ijust think before [the assault] I ’d just be really confident. I ’djust like wear whatever, I  
would really like think about it. I ’djust put it on and go. And now I  just think like, look 
smart, like try and look your absolute best at all times. (Jamie)
It seems that for Adam, altering his clothing was a means of improving his appearance and 
enhancing confidence, whereas for Jamie and Shaun, clothing had become an essential 
means of managing others’ responses to them and limiting how much they perceived 
themselves to be at risk in daily life.
Reducing risk of assault.
Although no participants felt that they were to blame for their assault, all had identified a 
means of altering their behaviour to limit the likelihood of future attacks. Three participants 
described intentionally increasing body mass and strength post-assault as a means of limiting 
the likelihood of future attacks (see Re-building the Body). In addition to this, other 
participants spoke of their strategies for limiting the possibility of being assaulted again in 
future. For Adam, this involved managing his environment and being more selective about 
where he socialised, in the hope that he would meet less violent people in these areas.
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I  like to go to pubs that are, you know, nicer beers, nicer crowds, you know, maybe the 
beer’s a little more expensive. I  don’t want to go to your rough Wetherspoons where, you 
know, who knows who’s going to be there? [It’s] a really crude example, but definitely I ’ll 
pay much more attention to my surroundings. (Adam).
Jamie had altered where he socialised, but had also entirely cut off from his pre-assault 
friendship group. For Jamie, the level of risk associated with the site of assault was too great, 
and so he had vastly restricted his socialising as a means of managing this. Even when he did 
socialise, he tended to limit this to after-work events and keep these brief.
I  just, I  haven’t gone [to the location o f the assault] again. I  used to go there every week to 
like watch football or go to the pub, but now I  just don’t, don’t go there at all... Yeah I  don’t 
see that group o f mates at all anymore really... It gets to the end o f the week and everyone’s 
like, ‘Oh let’s go to the pub for a drink’, and I ’m just like ‘I ’m not going there. I ’m not being 
at risk here, I  don’t want to see that guy’s face again ’...Soljust, I  don’t really go there... I f  I  
go out I  try to go out in [area], with workmates or people like that...and I ’ll probably just 
leave early and go [home]. (Jamie)
Even Charlie, who felt extremely safe post-attack, acknowledged that his behaviour had 
changed following his assault, and that he had become more cautious about provoking future 
attacks.
My mind sort o f plays through something like [the assault] happening, like before I ’d  just be 
concentrating on the fact that I ’d been cut up on my bike andjust be like ‘Oh, what are you 
doing? ’, but now I ’m more like ‘IfIsay  this, like there’s a chance that they could get really 
angry’. (Charlie)
Clearly the experience of being assaulted struck a chord within each of these men, and 
regardless of the extent to which they believed it had affected their lives, all held it in mind 
while going about their daily lives, and all had implemented strategies to decrease the 
likelihood of it occurring again.
Managing others’ reactions.
All participants were acutely aware of others’ reactions to their altered appearance, 
immediately post-assault and over the subsequent months. All of the men described this as 
unsettling and some experienced it as so aversive that they preferred to avoid others entirely.
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Ifelt very aware o f my face and people staring back at me, because people couldn ’t help but 
stare, you know, it was just every time I  walked past someone, it was just again and again 
and again, and that’s what just put me off going out. (Tim)
Several of the men described their efforts to disguise their SFD as a means of managing 
others’ reactions to them. Successful concealment of SFD was seen by the men as a means of 
limiting questions and conversation about their assault, which many were adamant they did 
not want to discuss.
I  just don’t want people to stare and think ‘Oh why is your tooth like that? ’ and then all the 
questions... it’s to do with that, everyone questioning and staring and things like that and 
so...y  ou cover it up. (Shaun)
Some of the men lied to others about the origin of their SFD, sometimes as a means of 
restricting conversations about the assault.
I f  you say like, ‘Yeah I  got assaulted’, [others] are interested straight away and like ‘What? 
What? How did that happen? What happened? ’ and then they start asking loads o f 
questions, and I  just don’t want to [ talk about it]. (Jamie)
I  wasn't too comfortable with the way I  lookedfor it, and then after that it was whether I'd go 
to a pub or something like that. I'd feel like I  had to explain what happened because I've got 
a scar on my face... So I  didn't really wanna go out or meet people or talk to anyone.
(IStuart)
Other men lied about the origin of their injuries not to avoid discussion of the assault itself, 
but because they feared how others might judge them for being victims of an attack, 
particularly because they didn’t want people to assume they had been drunk and therefore 
instrumental in the assault occurring or dangerous.
I  just didn ’t want to go out and tell people at work I  was assaulted, because I  don’t want, I  
just didn’t want to create an image o f this guy who was drunk, fighting...I didn’t want to 
introduce that concept so I  said that I  got injured playing [sport] (Adam)
He's got scars all over his face, he's got black teeth, he's a drunk and a bully. That’s the sort 
o f image that people can give you. (Robert)
130
It appears that all the men adopted strategies that they believed would help with whichever 
aspect of the assault and SFD was most unsettling to them. The men adopted strategies that 
would manage either the likelihood of future assault or the impact of their SFD.
The need to take risks.
Adam described “a sliding scale o f manliness ” that determined his engagement in risky 
behaviours post-assault. He spoke of how various social factors including education and 
financial status enabled him to engage in less ‘masculine’ and risky practices than others 
lower down the socio-economic scale.
Some o f my goodfriends are doctors and... they 11 protect their face [when playing sport]. 
But...some o f my friends are labourers and they tend to be the guys who don 1 take any extra 
protection... they just don 1 care. I t ’s probably a different attitude, what they’re used to, what 
they see every day... [Not wearing a helmet] is almost like you’re tougher, it’s more manly, 
it’s more macho...[but] I ’ve nothing to prove...I’m not going to take the risk. (Adam).
In contrast to this, Shaun expressed his belief that adhering to a masculine stereotype and not 
standing out was essential to his daily functioning, and he consciously engaged in strategies 
working towards this.
Where I  live you’ve gotta make some sort o f an appearance, you know, to fi t  in... it’s all 
about fitting in, you know, in the areas you go [to] the most. (Shaun)
Efficacy of strategies in increasing a sense of control.
Some of the men spoke explicitly about why they had made changes to their appearance and 
how effective they thought these had been. For Adam, changing his appearance was a way of 
returning as close as possible to his pre-injury self: ‘T wanted to restore myself”. Adam 
explicitly linked how altering his appearance had become a means of taking control back 
over his life, following an assault in which he had been powerless. He reflected on how 
successful these strategies had been, and how they fit in with his wider recovery.
I  do feel much more in control o f my life and direction and the things that I  should be in 
control of, and [making appearance changes is] maybe therapeutic in a way, you know, it’s 
helped me to recover. (Adam)
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However, the strategies adopted were not always so effective in increasing the men’s sense 
of control within their lives. Jamie was conscious that his experience of increasing physical 
strength was not reflective of a sense of overall control or an emotional strength.
Naturally, my body, like going to the gym I  am stronger, but mentally there’s times where I  
can just crumble. FU be walking home and I  can just think someone’s behind me, and I ’ll 
look and they ’re not there, but then I ’ll just keep looking. (Jamie)
The perceived strategy underlying the different behaviours and experiences of Adam and 
Jamie may be helpful in understanding their different experiences. While Adam believed that 
the strategies he was adopting would increase his sense of control, Jamie thought that his 
strategies would not alter his sense of control but might alter others’ perceptions of how in 
control he was. Altering his appearance was a means of concealing his vulnerability to the 
outside world.
That’s probably why I  go to the gym really, so that, so that I  look bigger than I  am I  suppose. 
So I  look stronger, so it’s kind of... a bit o f a shell... A shell to hide behind.
What’s hiding?
Me. A wreck. (Jamie & interviewer)
It seems that the individuals’ conceptualisation of why they were implementing any 
strategies was as important as the outcome; if the strategies were never intended to make 
fundamental changes to the individual, they did not have this effect.
Regaining or Losing a Pre-Injury Identity
While all the men interviewed acknowledged that they had experienced some kind of 
psychological impact following the assault and SFD, the men varied in the extent to which 
they felt fundamentally changed as a result of these experiences. Participants were 
questioned about if and how the assault and SFD had altered their sense of self, or how they 
viewed themselves. The only aspect of SFD that all participants agreed on was on the 
concept of a ‘self that looks a certain way, and the necessary shock to this when that ‘self 
suddenly looks different; “You don’t look like yourself’ (Charlie). Beyond establishing a 
connection between identity and appearance, the men broadly split into two groups in terms 
of how they experienced their identity post-assault/SFD. One group spoke of how they had 
returned to pre-assault/SFD identity, which may have taken active steps (like Adam) or may
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have just occurred naturally (like Charlie). The other group of men described a self that was 
permanently changed in a negative way, and did not express any hope of returning to their 
pre-injury identity.
Regaining identity.
There appeared to be a marked difference between two groups of participants, in that some 
talked about a self that was slightly or not at all altered, but largely congruent with their pre­
injury self, whereas others felt completely changed since the assault. For Adam, taking steps 
to alter his appearance since the SFD had helped to return him to a sense of being ‘himself.
In the last year Fve obviously kind o f had a shiftedfocus on my appearance, in terms o f 
weight, nose, teeth, but you know...I don 1 aim to be somebody Fm not, it’s just this idea o f 
restoring myself to what I  was, you know, normal Adam with the straight nose and straight 
teeth and the weight that I  should be...Fm getting pretty close to the old Adam...yeah I  feel 
it’s on track, definitely. (Adani)
Adam here is incorporating the events of “the last year”, including the assault, SFD, and all 
of his attempts to manage these changes, into a wider life story that is congruent with his 
pre-assault/SFD self. He expressed his belief that he was close to regaining “the old Adam”, 
and returning to his pre-injury identity. This strong sense of self, of getting back ‘on track’ to 
his pre-existing life, may have been an important factor in his recovery and his belief that he 
was managing well post-assault and SFD.
Charlie, in contrast, was insistent that his sense of self had not been altered in any way post­
assault and SFD. His explanation for this was that he saw no practical changes in his life, and 
therefore did not see himself as altered by the experience.
[The assault] definitely didn % like, change me in any day-to-day ways, how I  am or what I  
think or how I  go about my days. (Charlie)
Permanent identity change.
In contrast to Adam and Charlie, for Jamie, Shaun, Stuart and Robert, there was a marked 
change in their personality pre- and post-assault. They spoke of being less confident, having 
less motivation to engage in activities, and being less outgoing.
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Before I  was just a bit o f a show-off, and now it's kind of, not made me withdraw into myself, 
but I'm a lot more quieter [sic]. (Stuart)
Although Stuart did not think that his ‘quieter’ self was necessarily a negative change, for 
Jamie, Shaun and Robert, their ‘new’ self was decidedly inferior to their pre-assault self.
I ’m used to being an outgoing person, always up for a laugh, living life on the edge and 
always having a good time, and now I  have just become very shallow, very distant. I  don’t 
really do much, just get up, wake up, go and play on my iPad. (Shaun)
I'm a changed person...more aware, more alert as to anyone around me ...I'm more on 
guard now... whereas before I  didn't give a monkeys. (Robert)
It seemed that some men were able to reconcile the changes they had gone through since 
their assault/SFD into a sense of self that pre-dated the attack, whereas others perceived a 
fundamental shift in the type of person that they were pre- and post-assault. Charlie was 
unusual in that he saw no change to his sense of self. It is interesting that Adam related his 
‘self to his appearance, and spoke of how he was “restoring” himself through changing his 
appearance, whereas the other men linked their sense of self much more closely with the 
behaviours they were engaging in, or personality characteristics.
Reflections
I was conscious that my assumptions, interpretations, and these results were informed by my 
position as a Western woman, and that as such I generally adopt an individualist rather than 
collectivist approach. This may have influenced the findings of this study, in that I generally 
viewed those who viewed themselves as functioning independently (i.e. without reliance 
upon others for everyday functioning) as having recovered better from their traumatic 
assault. It would be helpful if this research could be replicated with participants and 
researchers from other cultures, as this may lead to the prioritisation of factors that were less 
important here, such as social support.
I was also aware of my own beliefs about the importance of appearance and how strongly 
my appearance is connected to my self-concept; for example I have some physical 
characteristics that are strongly linked to my cultural heritage, and I would find it difficult if 
these were suddenly altered without my choice or agency. I was conscious that this belief 
may have influenced how I viewed those who asserted no connection to their appearance.
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and so was keen to ground my findings in the data and theory available in order to bracket 
these assumptions as much as possible.
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Discussion
This study aimed to investigate the experiences of men who had sustained subjective facial 
disfigurement (SFD) following violent interpersonal assault. The research questions 
addressed a) the psychosocial effects of a SFD, b) the meaning made (or lack thereof) of the 
violent aetiology of their SFD, and c) the impact of the overall experience on the men’s 
sense of identity. Although the questions were phrased as distinct constructs, many of the 
men combined aspects of multiple questions in their responses. This suggested that the 
questions posed did not necessarily fit the data perfectly, and the divides began to seem 
arbitrarily imposed by the researcher. Interpretative Phenomenological Analysis (IPA) 
prioritises the phenomenological experiences of the participants, and engaging with their 
interpretations of the assault and SFD was key to analysis. For this reason, the original 
research questions are not addressed separately in this discussion, but rather the data is 
addressed in the themes that it was grouped into during the analytic process.
The Struggle to Adjust
The extent to which participants had been able to adjust to the assault and SFD differed quite 
widely, with some participants continuing to work, socialise and enjoy life as they had prior 
to injury, and others struggling on a day-to-day basis. Some of the men felt that they had 
gone through a process of adjustment which had included a number of discernible stages; 
others felt that their lives had stopped on the day of assault/SFD, and that they were not 
engaged in an adjustment process but struggling to deal with their perceived losses. 
Participants’ ages may have influenced their adjustment process, as the younger men may 
still have been going through a process of identity consolidation which the assault/SFD 
challenged. Older participants may have had a more established identity, which could have 
provided greater resilience to the impact of assault/SFD upon their wider life. Older age did 
not automatically result in better adjustment however, as Robert was the oldest participant 
(at age 40) and experienced substantial difficulties post-trauma.
The face as a reminder of the trauma.
The subjective understanding of facial disfigurement was prioritised by participants in this 
research. The men made this point explicit by stating that ‘Wo one can hardly see it, but I  
can, and I  can on a daily basis. I  know that it’s there. ” This quote from Shaun underscores 
the importance of clinicians assessing the individuals’ beliefs about their SFD following 
treatment, as it suggests that others may fail to recognise when an individual is struggling to
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adjust to their subjectively altered appearance. In addition to this, the physical changes that 
follow maxillofacial injury surgery can leave permanent changes in sensation, such as those 
described by Robert, which may exacerbate adjustment difficulties and act as ongoing 
reminders/triggers of the traumatic experience. This supports Moi, Vindenes & GjengedaTs 
(2008) finding that participants’ altered bodies acted as reminders of their traumatic 
experience. Existing models of mental health disorders may fail to adequately capture the 
experiences of this client group e.g. models of depression and Post-Traumatic Stress 
Disorder (PTSD) may fail to systematically incorporate information about the physical 
reminders of the trauma or the ongoing physical limitations (e.g. difficulty chewing or 
breathing) that follow maxillofacial injury. It is therefore of clinical relevance that specific 
models incorporating the psychological and physical outcomes of this group are developed 
in order to encourage a physical and cognitive approach to psychological treatment of this 
client group.
Models of adjustment.
Existing models of adjustment to facial disfigurement have emphasised the role of proactive 
coping strategies in effective adjustment, and this was supported by the findings of this 
research (see Coping Strategies, below, for more information). However, the existing models 
of adjustment to facial injuiy also prioritise importance of appearance and body image 
satisfaction (e.g. Furness, Garrud, Fauler & Swift, 2006), which appeared to be important 
elements in adjustment following assault/SFD for some participants but certainly not for all. 
For example, Jamie was satisfied with his appearance change in terms of increasing body 
mass and strength, but did not believe he was adjusting well. Charlie, in contrast, was 
functioning extremely well, but placed little emphasis on appearance or body image at any 
point following his assault/SFD. While each of the existing models offer interesting 
perspectives and highlight particular aspects of the adjustment process described by 
participants in this study, none seems to adequately capture the trajectories of these 
participants, several of whom seemed to experience great psychological difficulty following 
the assault/SFD. It may be that the sample of participants in this research project were 
experiencing greater negative psychological outcomes following their traumatic experience 
than participants in the studies that developed these models of adjustment, as all studies 
(including this one) used limited sample sizes. However, it seems highly relevant with this 
client group to develop a model of adjustment that can incorporate the potentially 
traumatising origin of injury and the psychological implications of this (e.g. development of 
PTSD symptomatology).
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Resilience to trauma.
Not all participants in this study developed negative psychological sequelae following 
assault and SFD, some even described how they had grown or benefitted from the overall 
experience. More recent research into trauma has begun to examine the concept of resilience 
to trauma, and how individuals may go through a process of post-traumatic growth (PTG) 
following a potentially traumatising experience. Joseph and Linley (2005) propose that 
growth from adversity arises in three key areas: relationships, view of the self, and outlook 
on life. More recent models of traumatic adjustment focus on finding positive meanings from 
traumatic experiences (e.g. Linley, Joseph & Goodfellow, 2008), which some participants 
highlighted as important, although it remains unclear why some participants were able to 
achieve this while others remained extremely negative about their experiences. Bonnano and 
Diminich (2013) review evidence of resilience to trauma and highlight the importance of 
initial responses characterised by fear and harm, or challenge and growth. Participants in this 
study did not necessarily respond in either of these veins and then continue down a single 
trajectory; rather all participants initially acknowledged substantial perceptions of fear and 
harm, but for some this developed into challenge and growth. A longer-term split between 
acceptance or rejection of risk within life could underlie these differential outcomes of the 
two groups of men; some were able to accept the presence of risk, find strategies to manage 
this, and grow from their experiences. Others remained highly risk-focused and rejecting of 
the knowledge of their own vulnerability. Again, there is little evidence to explain why some 
individuals are able to process experiences more positively and find benefit in adversity; 
further research in this field is certainly warranted.
Regaining control
A major theme to emerge from the data was entitled ‘Regaining Control’, as much of the 
interview time was taken up with participants discussing the various strategies that they had 
implemented to work towards regaining a sense of control in their lives. Some of the men 
made this link (between the strategies and control) explicit when they were questioned about 
it, but the control theme largely emerged from the researcher’s interpretations of the 
motivation underpinning these strategies. This was partly influenced by the researcher’s own 
assumptions of what the experience of sustaining a random, unprovoked attack would be 
like, in that re-asserting control in a situation where one was very much a victim would feel 
of great personal importance to the author.
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Coping strategies.
Participants described a multitude of ways in which they attempted to regain control over 
their lives post-assault/SFD. These included re-building the body, by increasing muscle mass 
or having surgery to re-set broken bones (non-facial injury); re-presenting the body with the 
use of glasses, clothes, make-up etc.; managing others’ reactions to their altered appearance 
or knowledge of their assault; and altering their behaviours such as socialising or interacting 
with strangers. Though these may seem a disparate set of behaviours to group together, the 
author interpreted these as steps taken to exert control following an assault where the 
participants had been completely out of control. Some of the behaviours were explicitly 
linked to reducing the risk of future assault (socialising in different areas, increasing physical 
strength), whereas others were related to exerting control over how much others were able to 
recognise them as victims of assault/SFD (re-presenting the body, controlling others’ 
knowledge of the attack). Some strategies were effective in increasing self-confidence post­
injury, others less so.
Problem-focused and emotion-focused coping.
The extent to which strategies were perceived as effective could be explained in a number of 
ways. Firstly, much of the research around coping addresses the difference between 
problem-focused coping (e.g. actively intervening to change the situation), emotion-focused 
coping (ruminating on the emotional impact of the situation), and avoidant coping (e.g. 
trying not to think about the situation). All were employed by these research participants, 
and the outcomes were broadly in line with the existing research data. The men that appeared 
to have re-engaged well with their pre-assault/SFD lives were those that adopted very active, 
problem-focused coping strategies. For example, Adam was dissatisfied with his appearance 
and then took steps to alter this by changing his diet to lose weight and getting braces to 
correct the alignment of his teeth. While this would not remove any scars that were left from 
the assault, he expressed his belief that taking an active role and making decisions about his 
appearance had helped him in his recovery. In contrast, Jamie engaged in emotion-focused 
coping, remaining fixated on his scars and the fact that his face looked different to how it 
had appeared previously. This rumination on the scars (something that he could not change) 
had become something he engaged in regularly (indeed, he repeated the fact that his face “is 
just not the same” multiple times during the interview), but seemed to render him powerless 
to effect any change in his situation. It seemed, therefore, that the implementation of an 
active, problem-focused strategy was more effective, as has been seen in other disfigurement
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populations (e.g. cancer patients; Arpawong, Richeimer, Weinstein, Elghamrawy & Milam, 
2013).
Avoidant coping.
It was evident that avoidant strategies were not found to be helpful long-term, but several of 
the men engaged in these as a way of managing their feelings of anxiety and vulnerability in 
the present. For the three men who appeared to be struggling following assault and SFD 
(Jamie, Shaun and Robert), avoidance of social events and other people had become 
commonplace but did not appear to be successful in reducing their feelings of vulnerability 
to attack. In conjunction with physical avoidance of attack, these men were also engaging in 
substantial amounts of thought-avoidance, and trying not to think about the assault 
experience. Avoidant coping is not an unusual response to trauma, indeed it is so 
characteristic of post-traumatic stress disorder (PTSD) that it has recently been made a 
criterion in its own right in the DSM-V (American Psychiatric Association (APA), 2013). 
Avoidant coping is consistently recognised as an unhelpful response to trauma and can in 
fact increase the frequency of intrusive thoughts of the trauma and prevent individuals from 
finding evidence to support a more adaptive belief e.g. that one can socialise without being 
assaulted (Ehlers & Clark, 2000). It has also been linked to increased body image distress in 
the disfigurement literature, so across both areas of investigation (assault/SFD) it is 
recognised as an unhelpful response. It seems likely that engaging in avoidant strategies was 
a key difference in terms of managing the impact of assault/SFD.
Re-building the body.
A unique finding of this assault/SFD population is the desire to alter appearance post-trauma 
by becoming physically larger and stronger. Research indicates that having a muscular 
physique is highly associated with masculinity (Aube, Norcliffe & Koestner, 1995), and that 
perceiving oneself as muscular is linked to having a more positive masculine self-concept 
and receiving more compliments from others (Steinfeldt, Gilchrist, Halterman, Gomory & 
Steinfeldt, 2011). Rebuilding the body may therefore meet a dual need for this group: in 
addition to making them more physically attractive to others by subscribing to this ‘ideal’ 
male form, which may counteract some of the negative social reactions typically experienced 
by disfigured individuals, it also makes them less of a target for future assault or more 
confident in their abilities to manage this situation if it does arise. Interestingly, in the studies 
referenced above (which used student populations), those who engaged in muscle building 
tended to have higher levels of emotional control, whereas the participants in this study that
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engaged in muscle building felt their emotions were uncontrollable and largely negative. 
Further research into the meaning and use of physical strength following assault, and its 
connection to emotional control and wellbeing would be of interest to this clinical 
population.
Building up strength as a risk management strategy proved a complex coping mechanism; 
men who were struggling post-assault and SFD all took an active role to build up their 
strength as a means of reducing the risk of future attack. This is a problem-focused coping 
strategy, and should therefore have had positive outcomes for the men. However, the results 
seemed mixed in that some men (like Shaun) found this helpful for increasing their self­
esteem and feelings of security. However others (like Jamie) reported that this strategy was 
ineffective and he still felt weak and vulnerable despite his larger physique. This indicates 
that it is necessary to evaluate not just the type of coping strategy that is adopted by the men, 
but also the subjective efficacy of this approach and the motivation underpinning it. If the 
men are hoping to build up lost confidence, this may be effective; if they are looking to 
remove their sense of risk and vulnerability, it may be less so.
The need to take risks.
One participant described “a sliding scale o f manliness” that determined the different 
lengths he believed men needed to go to in order to appear masculine to others. He described 
how his education and socio-economic status enabled him not to engage in what he believed 
were typically masculine behaviours, because he felt they were too high risk since his 
assault/SFD. In contrast, another participant, who was less educated and wealthy, felt it was 
crucial to adhere to the norms of his area, particularly in terms of appearance. Research has 
found that some men, when discussing health-related behaviours, feel that an important part 
of masculinity is the ability to step away from ‘traditional’ masculine norms and engage in 
healthier practices. For example, Sloan, Gough and Connor (2010) found that many men 
reported avoiding excessive alcohol consumption, which they regarded as a typically 
masculine behaviour, as a means of asserting their own strength and retaining their 
independence, which they characterised as a more important masculine norm. It may be that 
participants in our study determined their behavioural responses to the assault and SFD by 
their individual concepts of masculinity, and how they could maintain their sense of 
masculinity or masculine identity whilst making the necessary changes to return to their pre­
injury lives. Future research into conceptions of masculinity following assault and SFD 
could broaden the theoretical understanding in this field, and illuminate why some men are
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more likely to engage in risk-taking behaviour (presumably increasing the likelihood of 
further injury) than others.
Re presenting the body.
In contrast to other disfigurement studies, which have found that males tend to engage less in 
disguising strategies than women (see Rumsey & Harcourt, 2004), most of the men in this 
study utilised some kind of technique to conceal their appearance e.g. wearing glasses, 
wearing long sleeved clothing. Again, for many of the men this served a dual need, as they 
spoke of hiding the SFD and also hiding themselves from future attack. It may be that for 
some men, the visible difference separates them from the general population and can 
therefore also make them stand out more from the crowd and become more vulnerable to 
attack, in addition to reminding them of the traumatic experience that they do not wish to 
dwell on. Again, the motivation underlying these strategies appears to be key: if the aim is to 
improve confidence, it may be effective; if it is to avoid risk or thoughts of the trauma, it 
may be less so. Clinicians working with this population should investigate the strategies 
adopted in case they become maintaining factors for mental distress.
Safe uncertainty.
The risk management strategies adopted by the men who were functioning well focused on 
making behaviour changes and altering their socialising patterns. Perceptions of control have 
been investigated by trauma researchers, who found that perceived present control was 
linked to less trauma-related distress (Frazier et al., 2011). It may be that adopting problem- 
focused coping strategies enabled people to see that they were making changes and feel more 
in control of their lives. In contrast, the other group were focused on completely eliminating 
risk from their lives, and therefore were repeatedly confronted with their failure to achieve 
this and constantly feeling out of control. This could be linked to the concept of ‘safe 
uncertainty’ (Mason, 1993), whereby people are able to accept that they can function 
effectively without being certain of the outcome of an event, much as Adam and Charlie 
continued to socialise knowing that they could be attacked, but limited the extent to which 
they thought this was likely to happen. Achieving safe certainty, on the other hand, is rarely 
possible, as it is unlikely that people can ever remove the elements of chance or 
unpredictability from the world around them. This is what Jamie and Shaun were striving 
for, but were stuck in a negative cycle of failing to achieve this and unsure of how to move 
towards a position of safe uncertainty.
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One of the interesting questions raised by the findings pertains to why some men found it 
easier to employ certain coping strategies than others. It is unclear whether the choice of 
coping strategies preceded and caused the subsequent psychological effects of trauma, or 
whether experiencing negative psychological outcomes led to the adoption of ineffective 
emotion-focused or avoidance-based coping. The use of such strategies certainly appeared to 
be a maintaining factor in psychological ill-health. Further research into the factors that 
influence individuals towards using a particular coping strategy is warranted.
Regaining or Losing a Pre-Injury Identity
Following the assault and SFD, all of the men (bar one) spoke of a self that was altered in 
some way, and seemed to consider that they had experienced an identity shift to a greater or 
lesser extent. There appeared to be a divide in the participants based around whether or not 
they considered their identity to have permanently shifted and be lost, or whether they had 
adapted their identity in some way but felt fundamentally unchanged and returned or 
returning to their pre-injury identity. SFD had a role in this, in that those men who took steps 
to manage the effects of the trauma in a proactive manner (e.g. finding new ways of 
socialising rather than avoiding socialising) generally reported greater satisfaction with 
appearance and greater sense of returning to a pre-injury identity.
Researchers in the field of appearance change have posed the concept of ‘centrality of 
appearance’ to determining which individuals will become more or less distressed by 
experiencing SFD. This theory proposes that if aspects of the self that are held as highly 
important are challenged, this will cause a greater threat to identity than if less important 
aspects of the self are disturbed (Moss & Carr, 2004). Translated to a SFD population, this 
means that sustaining a visible difference would be more disruptive to the self for individuals 
that held their appearance as an important part of themselves. Jamie in particular appeared to 
be struggling with his perceived disfigurement; he had previously worked as a model and 
therefore may have organised more of his self-worth around his appearance than other 
participants, for whom appearance was not related to factors such as employment. However, 
this theory does not explain the identity changes experienced by other participants, for 
example Adam seemed to value his appearance enough to spend time and money altering it 
post-injury, however overall he was managing well post-assault and SFD. This suggests that 
centrality of appearance may not be the key factor in identity change following assault, but 
rather other processes may be more relevant here. Of course, it is important to note that this 
study did not measure centrality of appearance, rather that this interpretation of importance 
of appearance is that of the researcher as part of the IP A approach.
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Regaining a pre-injury identity seemed important, in that participants who characterised 
themselves as having regained this self appeared to be functioning at a higher level (e.g. 
continuing to work and socialise) than those who did not. Research into trauma has identified 
the concept of a ‘trauma-centred’ identity, and found higher levels of PTSD in those that 
endorse this self-concept post-injury (Webb & Jobson, 2011). Perhaps the adaptive coping 
strategies adopted by this group enabled them to maintaining a pre-injury identity, or non- 
trauma-centred identity, and thus to continue with their pre-injury lives to a greater extent 
than the other group.
Some men (Jamie, Shaun, Robert) spoke of how they felt they had lost their pre-injury self. 
They characterised themselves as different people following the assault/SFD: more 
withdrawn, less sociable, less confident, and expressed no hope that this may alter over time. 
This sense of negative permanent change links well with the cognitive model of post- 
traumatic stress disorder (PTSD; Ehlers & Clark, 2000), which is commonly applied to 
formulate and treat PTSD in the Western world. The model suggests that one of the key 
elements in developing PTSD is endorsing the belief that the world or the self is permanently 
changed for the worse (Ehlers & Clark, p.320), as this can create or maintain a sense of 
current threat for people. This appears to be the experience of this group of participants: 
feeling “on guard” and “more alert” to threat, without any reference to this being a 
temporary or changeable state. Identifying whether or not individuals endorse a sense of 
permanent change post-injury would therefore seem to be an important indicator of who may 
be at risk for developing negative psychological sequelae following assault/SFD.
The role of others in reappraising identity.
One aspect of this client group that appears to differ from other facial disfigurement research 
groups is in the value of others’ interpretations of identity in the individuals’ processing of 
identity change. Moi, Vindenes & Gjengedal’s (2008) work with bum victims found that 
whether participants viewed themselves as holding a different identity post-injury was in part 
based on their belief that others’ viewed them differently because of their SFD e.g. that 
people saw them as a bum victim, not a father/teacher etc. In contrast, none of the 
participants in this study alluded to others’ perspectives of them as important in their 
assessment of their sense of self post-injury, but rather it was always reported as a personal 
appraisal of how they had or had not changed. This may have been due to the relatively 
minimal degree of disfigurement (as they may have experienced inconsistent responses from 
others and therefore had to rely more on their own assessment of change). It may also be 
characteristic of sustaining an attack that was directed solely at them, in that presumably a
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future attack would leave them similarly isolated and therefore needing to depend on 
themselves rather than others. Again, this underscores the importance of assessing the 
subjective beliefs of the individuals about how they understand their experience to have 
affected them. However, given the findings of gender differences in adjustment to 
disfigurement and trauma (e.g. Cash, Santos & Williams, 2005; Simmons, 2010), it may be 
that men simply rely less on others’ perspectives. Further research with females who sustain 
SFD through assault could further the knowledge in this area.
Psychosocial Interventions
While not all participants would necessarily have met diagnostic criteria for specific mental 
health problems at time of interview, even those that were functioning well described the 
substantial psychological impact of their assault/SFD. It seems likely that even those men 
who had found means of adjusting to their experiences may have benefited from the 
incorporation of a psychological perspective into their treatment. Participants may have 
benefited from psychoeducation (even in written form e.g. a leaflet) normalising the 
potential psychological effects of assault and SFD, and informing people of a means of 
accessing support if difficulties arose in the future.
Some participants in this study were identified as in need of mental health support and were 
referred to appropriate services; without this research these participants would have had to 
access services through their GP, which would depend on them a) identifying this need, and 
b) asking for support. Given that evidence suggests that men of this age are unlikely to 
access physical or psychological healthcare services (Department of Health, 2008), a 
smoother referral pathway also seems warranted. Follow-up appointments via the 
maxillofacial injury clinic could include a form of psychological assessment to identify those 
in need of additional support.
Social skills training has been successfully trialled and implemented with other disfiguring 
conditions (Rumsey & Harcourt, 2004), whereby individuals with visible difference are 
taught strategies for pre-empting and managing others’ responses to their altered appearance. 
Given that many of the participants in this study described managing others’ reactions as a 
substantial part of the adjustment process, it may be that similar training programmes would 
be useful for maxillofacial injury patients. In the case of assault, these programmes may need 
to be adapted in order to help individuals not discuss details of the origins of their 
disfigurement, as making people discuss traumatic experiences before they are ready (e.g.
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debriefing individuals after trauma) is associated with poorer psychological outcomes (Rose, 
Bisson, Churchill & Wessely, 2009).
Critique
There were a number of strengths to the research, including the use of SFD as an inclusion 
criterion for participants, rather than referring to objective measures. While the literature in 
the field of subjective vs. objective disfigurement is varied and does not conclusively support 
the use of one measure over another, participants in this study were keen to stress that their 
perception was the most important, both in terms of defining difficulties and the process of 
adjustment to SFD. Given the researcher’s opinion on the visible difference of the 
participants in this study (facial difference was extremely small and would not be noticed 
when passing someone on the street but may become visible through prolonged contact), it is 
crucial that future research does not exclude facial injury patients based on objective 
appearance ratings.
Clearly the study used a small sample size and therefore generalizability is limited, but this is 
not the intention of IPA research. On the contrary, the use of a small and relatively 
homogenous sample (all male, age range 22-40, mostly unprovoked stranger assault) 
presents a strength of the research, in that the findings present a detailed study of this group. 
The original findings of this research (identified above) can be tested out with larger 
populations to further the groundwork laid by this study.
A strength in terms of participants is that men who have sustained this type of assault are 
rarely sampled within the trauma literature; much of it focuses on veterans or women who 
have experienced domestic violence or sexual assault. The sample also provided an 
interesting insight into the experience of assault, as many of the participants were not in 
contact with psychological support services (NHS or voluntary sector), and so would 
unlikely have come into contact with researchers at other points. The use of a non-clinical 
sample (in terms of psychological morbidity) can also provide helpful information about 
stepped-care psychological support within maxillofacial injury units; even those participants 
who adjusted well may have benefitted from low-level intervention about the potential 
psychological effects of sustaining assault and SFD. Indeed, the research generated 
numerous implications for psychosocial interventions and service improvement (see 
Psychosocial Interventions).
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Given that participants were interviewed at different time periods post-assault and had 
completed their surgery at different intervals prior to interview, it would have been helpful to 
be able to follow-up participants at a later time period. This could help to establish the long­
term impact of SFD following assault, as well as providing further insight into the 
adjustment process, as it was difficult to ascertain whether some participants had just 
adjusted more quickly than others, or whether the processes were entirely different. It could 
also follow up the impact of the physical reminders of trauma long-term, and how patients 
come to manage these or continue to struggle.
In terms of the validity of the research, a number of processes were engaged in to secure 
methodological rigour and ensure the validity of the findings (see Validity, above). However, 
research findings were not cross-checked with participants, as some qualitative researchers 
advocate, and this step could be taken in future to reinforce the validity of the findings. 
Researchers should be mindful of the potential psychological impact of asking people to 
revisit a traumatic event and seek informed consent from patients before implementing these 
strategies.
Reflections on the research and analytic process have been charted by the author and are 
contained throughout the paper, thus ensuring that the interpretative element of IPA has been 
rigorously conducted. Direct quotations have been used to support interpretative statements. 
These steps maintain transparency for the reader and enable others to delineate the 
interpretations of the researcher from those of the participants.
The analytic process involvement a strong engagement with the data, evidenced by the 
structure of the results and discussion sections of the paper, which follow the participants’ 
experiences rather than the original research questions. In doing so the study incorporates 
theories that, to the researcher’s knowledge, have not previously been applied to 
disfigurement research (such as post-traumatic growth) and therefore begins to bridge the 
gap between trauma and disfigurement literatures. Considerable scope remains for further 
research.
The research has generated a number of areas warranting further exploration including: the 
development of models that combine the psychological and physical effects of sustaining a 
SFD following interpersonal assault; a greater understanding of how individuals find benefit 
in adversity; the processes driving individuals to utilise particular coping strategies; and how 
concepts of masculinity may drive appearance- and risk-related behaviours.
147
Reflections
Throughout this research process I was aware of my status as a Trainee Clinical 
Psychologist, and the dual role I inhabited as both researcher and NHS clinician. I was keen 
to make interviews as sensitive as possible, and was aware of responding therapeutically not 
just to participants’ recounting of their experiences but also to their body language, tone, and 
use of humour. This is supported in an IPA approach, which views interviews as 
“interactions” (Smith, Flowers & Larkin, p.66). This perspective guided interviews and 
sometimes meant they were cut short when participants appeared distressed, and perhaps that 
I did not probe as much as other researchers may have, and therefore could have missed 
useful details. Overall, however, I felt that this was important given that some participants 
seemed to be struggling with their responses to the assault and SFD.
I previously alluded to my views of participants as struggling or coping, and my efforts to 
avoid pathologising their experiences in diagnostic terms. I reflected that this point was of 
particular importance when considering the service implications of the research: while it may 
have seemed evident that some participants could benefit from traditional CBT-based 
approaches, others who appear ‘well’ may still benefit from psychological support and 
psychoeducation to maintain their mental wellbeing. I felt that the use of qualitative 
methodology opened up opportunities to explore the concept of psychological wellbeing 
across the spectrum, by allowing the researcher to interview people regardless of diagnosis 
but based on subjective assessment of disfigurement.
I was conscious of my gender while conducting the interviews men, as some participants 
alluded to stereotypes of female appearance and gender roles throughout the process. I was 
interested in how participants may have perceived my own conformity to or rejection of 
stereotypically female roles, and how this may have influenced their disclosures throughout 
the interview. For example, one participant discussed how women exert power over men via 
their appearance, and I questioned how he perceived the rest of the interview process where 
I, as the female researcher, may have appeared more powerful. Some participants 
commented that they were less comfortable around men post-assault, and I wondered if they 
would have consented to participate and disclosed the same information if a male researcher 
had been in this role. Future research with the similar participants should explore the impact 
of gender on the interviewer-interviewee dyad within this field of SFD following assault.
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Conclusions
This research was an exploratoiy IPA study into the experiences and meaning-making of 
men who had sustained subjective facial disfigurement (SFD) following interpersonal 
assault. It was the first such study exclusively focused on this group, and drew on diverse 
bodies of evidence. Key themes generated from the data included the struggle to adjust post­
assault and SFD, the strategies used to regain control following trauma, and the overall 
impact on the men’s sense of identity.
The research identified a number of unique and novel findings. Firstly, most participants 
agreed that the assault and SFD was an event that required substantial cognitive processing, 
and that their subjective interpretation of their appearance was of the utmost importance. 
Some participants were able to assimilate their traumatic experiences into their pre-injury 
self and developed a new perspective on life, whereas others became fixated on the assault 
and SFD and seemed unable to move on. Participants spoke of the extent to which the 
experience proved a threat to identity, with some able to regain a pre-assault/SFD identity 
and others feeling permanently altered for the worse.
Participants implemented various means to reassert control following their traumatic 
experience, including appearance- and risk-focused strategies. Although participants were 
only asked about facial appearance, all participants referenced their entire body, and several 
of them had made changes to their physical appearance beyond their face. The importance 
for men of regaining physical control and strength following assault, and how physical 
reminders of the traumatic assault may become embodied in an altered facial appearance 
were unique findings from the data.
Existing models of adjustment to disfigurement had relevant aspects but failed to fully 
explain the trajectories of these participants, partly because they do not incorporate the 
pervasive nature of the traumatic experience. Trauma models focusing on post-traumatic 
growth provide interesting opportunities for development within the disfigurement literature.
The area of SFD following assault clearly has a substantial psychological impact, and 
provides scope for clinical interventions, service development and further research.
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NHS
National Research Ethics Service
NRES Committee London = # # # # #
29 November 2011
Telephone:
Facsimile:
Consultant Clinical Psychologist
I NHS Foundation Trust
Dear Dr m P  
Study title:
REG reference:
Prevalence and Predictive factors o f Post-traum atic 
S tress  D isorder (PTSD) and  Psychological D istress 
am ong Survivors o f  a Facial injuiy
The Research Ethics Committee reviewed the above application at the meeting held on 17 
November 2011. Thank you for attending to discuss the study.
Ethical opinion
1. The Committee asked you that you have selected East London, which has a  mix of 
different communities and ethnicities, a s  the main geographical location for your study. 
However, you have dedded to exdude the population that does not speak English. In 
Committee's wew this was contradicting the main research objective. The Committee further 
suggested the use of interpreters to overcome this problem. You explained that since the 
interviews will be carried out at centres that are very busy, involving interpreters will be quite 
difficult and would require a  lot of time and resources. You further added that non English 
speakers are a very small proportion of the overall population that you are looking to 
indude. The Committee however reiterated that in spite Of the above points, exduding 
non-English speakers is still contradictory to your research objedives. Moreover it is not 
ethical to exclude somebody just based on language, especially When you need 
counselling. The Committee also agreed that cost cannot be accepted a s  a  valid reason 
because suffldent funding is available and can be used to source interpreters. You agreed 
with Committee's comments. You agreed that since the interpreters are normally used 
clinically, the study can be amended to source interpreters and indude the non-English 
speakers as well.
2. The Committee asked you if the questionnaires used in the study are validated 
questionnaires. You confirmed that these are indeed the validated questionnaires.
3. The Committee requested you to explain the term “PTSD” in full in th e  Patient Information 
sheet. You agreed to amend and submit the revised PIS.
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4. The Committee requested you that on the page 2 of the PIS, it should be made clear to 
the participants that any information disclosed by them that is crirhinal in nature or any other 
information that is required by the law to be disclosed by you, will be passed on to the 
relevant authorities. You agreed to follow Committee’s  advice and submit revised PIS.
5. The Committee rioted that the section A22 of the NHS REC form states that in case  any 
help or support is needed the participants Will be referred to their GPs. The Committee 
agreed that some sort of specialist support should be made available to the participants and 
this should be accessible immediately if needed. Referring to GP could cause delays for the 
participants. You explained that this is infact one of the points that this study is trying to 
establish. At the moment you do not have psychologists available to offer support 
immediately. The Committee however reiterated that you should try and arrange some 
support for the participants. The Committee agreed that since you will primarily be involved 
with the research itself, you will not be able to provide direct care to the participants if 
needed. You explained that you have been exploring what local sources and services are 
available so that help can be provided if needed. You assured the committee that you Will 
further find out if any support is available within p H B B M B ^ f l l w i t h  regards to this.
You requested to get back to the Committee with a  revised referral scheme.
6. The Committee noted that you propose to pay £10 to every participant towards travel and 
time given towards thé research. The Committee agreed that since the participants would 
be travelling from a  wider area, som e participants might be spending more on travel than 
the others. It would therefore be fair if actual travelling expenses are paid instead of £10 to 
every participant. You agreed to comply with Committee's adwce.
The members of the Committee present gave a  favourable ethical opinion of the above 
research on the basis described in the application form, protocol and supporting 
documentation, subject to the conditions specified below.
Ethical review of research sites
NHS Sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion" below).
Conditions of the  favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
1. The Committee requested for non-English speakers not to be excluded from you a s  it is 
contradicting to  the main research objectives.
2. The Committee requested that on the page 2 of the PIS, it should be made d ear to the 
participants that any information disclosed by them that Is criminal in nature or any other 
information that is required by the law to be disdosed by you. Will be passed on to the 
relevant authorities.
3. The Committee requested to explain the term “PTSD” in full in the Patient information 
sheet.
4. The Committee requested that actual travel expenses should be paid instead of paying 
£10 to every partidpant, a s  that way it would be fair for all participants.
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5, The Committee requested to be provided with a  revised direct referral scheme for 
participants who might need support during the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
Management permission (“R&D approval") should be sought from all NHS organisations 
involved in the study In accordance with NHS research govemance arrangements.
Guidance on applying for NHS permission for research Is available in the Integrated 
Research Application System or at httoV/www.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites (“partidpant identification centre’), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.
Sponsors are not required to notify the Corrimittee of approvals from host orgariisations
It is responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The documents reviewed and approved at the meeting were;
Docurrient Version Date
Covering Letter 28 October 2011
Interview Schedules/Topic Guides 2 28 October 2011
Investigator CV 28 October 2011
Letter frorn Sponsor 25 October 2011
O ther GP Letter - advising action 2 09 March 2011
O ther GP Letter - advising no action 2 09 March 2011
o th e r  Peer Review Form 15 October 2011
O t h e r ^ H H I B f l H H |C h a r i t y  Grant Award Letter 26 January 2011
Participant Consent Form: Participant Consent Form 2 09 March 2011
Participant Information Sheet: Participant Information Sheet 2 09 March 2011
Protocol 2 22 Septem ber 2011
Questionnaire: Life Events Checklist
Questionnaire; MINI International Neuropsychiatrie Interview
Questionnaire: The Derriford Appearance Scale
Questionnaire: Demographic Sheet for Participants 2 28 October 2011
REC application 28 October 2011
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet
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Statement of compliance
The Committee is constituted in accordance with the Govemance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Reporting requirements
The attached document “After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies With a  favourable opinion, including:
• Notifying substantial amendments
• Adding new sites and investigators
» Notification of serious breaches of the protocol
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
Feedback
You are invited to give your wew of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
Further information is available at National Research Ethics Service website > After Review
 ___________________ Please quote this number on ail correspondence
With the Committee’s  best wishes for the success of this project 
Yours sincerely,
Chair
Email:
Enclosures:
@nhs.net
List of names and professions of members who were present at the 
meeting and those who submitted written comments 
“After ethical review-guidance for researchers"
Copy to: tNHS Foundation Trust
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National Research Ethics Service
15^  ^December 2012
Dear
Study title: Prevalence and Predictive factors of Post-traumatic Stress 
Disorder (PTSD) and Psychological Distress among 
Survivors of a Facial Injury
REC reference:
Many thanks for your letter granting us favourable opinion for the above outlined study. 
We understand favourable opinion has been granted with conditions, which we address 
below.
Conditions of the favourable opinion
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1. We accept your request to Include non-English speakers, on the understanding that 
we have chosen to investigate East London, an ethnically diverse population, and 
wish our findings to be representative of this population. We will use interpreters, 
sourced from the same organisations that we rely on for clinical use at the H H  
for the purposes of this research study for inclusion of non- 
English speakers. We have amended our research protocol accordingly (please find 
attached).
2. As requested by the Committee, we have amended page 2 of the Participant
Information Sheet to make clear that any information disclosed by participants that 
is criminal in nature will be shared with appropriate professionals so that necessary 
steps can be taken to protect those concerned. (Please find the updated PIS 
attached.)
3. As requested, we have written out the term  "PTSD" in full in the PIS (please see 
attached).
4. As requested, we have outlined that participants will be reimbursed for all travel 
expenses each time they attend the clinic, or in the case of Stage 3 of data 
collection, the Institute of Psychotrauma if that site is more convenient for them.
5. As requested, we have outlined a revised direct referral scheme for participants 
who might need support during the study. (Please find attached our risk protocol. 
The amendm ents are also outlined in our revised Research Protocol.)
Yours sincerely
Consultant Clinical Psychologist and Chief investigator
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UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Laura Marshall 
Olivia Breen
Trainee Clinical Psychologists 
School o f Psychology 
University o f Surrey
Faculty of
Arts and Human Sciences
F acu lty  O ffice  
AD Building
G uildford, Surrey GU2 7XH UK
T: +44(0)1483 689445 
F: +44(0)1483 689550
www.surrey.ac.uk
30® July 2012
Dear Laura and Olivia
R e fe re n c e : 788 -P S Y -12  F E O /N H S
T itle  o f  P ro je c t :  P re v a le n c e  a n d  p re d ic tiv e  fa c to rs  a n d  p o s t t r a u m a t ic  s tre s s  d is o rd e r  
a n d  p sy ch o lo g ica l d is tre ss  a m o n g  s u rv iv o rs  o f  a  fa c ia l in ju ry
Thank you for your submission o f the above proposal.
The Faculty o f Arts and Human Sciences Ethics Committee has now given a favourable 
ethical opinion.
If  there are any significant changes to your proposal which require further scrutiny, please 
contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
165
Appendix B: Risk protocol
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Research Study : Care pathways
All participants
asked for consent to contact GP re involvement in the study.
IF YES letter to GP sent informing of pt's involvement, advising no action 
IF NO -> no letter to GP sent
Pts meeting PTSD criteria for PTSD and /  or within clinical ranee for depression /  alcohol 
use /  substance use /  anxiety
informed by RA
ask for consent to inform GP
IF NO -> provide signposting sheet and advised to contact GP should sx continue or 
interfere with QoL
Discuss options Clinician callback from within 24 hours
with pt: Direct to local MIND/ Samaritans service
Chaplaincy
IF YES provide signposting sheet, and send letter to pt's GP recommending referral to  an 
appropriate local psychological service. Provide info for GP re most appropriate local care 
pathways for PTSD and other psych disorders (could include loP if pt within catchment 
area), offering opportunity to discuss with CP if needed.
Discuss options Clinician callback from within 24 hours
with pt: Direct to local MIND/ Samaritans service
Chaplaincy
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Participants meeting criteria for PTSD, depression, 
alcohol/ substance use /  anxiety
Informed by RA
IF CONSENT NOT GIVEN: IF CONSENT GIVEN:
Advise to contact GP should sx Letter to  p t 's  GP recom m ending
continue/ interfere with QOL. referral to  app ro p ria te  local
Provide signposting sheet.
psychological service, including info 
fo r local care  pathw ays fo r PTSD /
Discuss options with pt
o th e r  psychological d isorders, and 
o p p o rtun ity  to  discuss fu r th e r  w ith
indicating a need for
CP if necessary.
immediate support: Provide signposting sh ee t.
Callback from clinician at Discuss o p tio n s w ith p t indicating a
need  fo r im m edia te  su pport:
within 24hrs Callback from  clinician a t  j f j H
“> Direct to local MIND /  
Samaritans service
within
-> Direct to  local MIND /  S am aritans
Chaplaincy
service
Chaolaincv
Maxillofacial traum a: Risk Protocol for participants responding positively to  Q. A3g from 
MINI depression sub-scale ('Did you repeatedly consider hurting yourself, feel suicidal, or 
wish that you were dead? Did you attem pt suicide or plan a suicide?')
PID:..................
RA:...................................................
Date concern arose:
In the past month:
1. Have you had tim es when you felt life is not worth living? Y/N
2. Have you felt hopeless? (eg, no plans for future /  pessimism about future)
Y/N
3. Have you had any thoughts or images in your head about ending your life or
harming yourself? Y/N
3b. Can you describe those to me?
3c. How often? In a typical week, how many days/hours might you spend
thinking about it?
3d. Are the thoughts /  images fleeting or persistent?
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3e. How intense are those thoughts/ images on a scale of 0 -10?
4. Have you ever harmed yourself or felt like harming yourself in the  past?
Y/N
4b. If so, when?
What did you do?
Intention: Hurt self /  Ease emotional pain /  Die /
Other:.............................................................................................Was medical
attention necessary? Y/N Was medical attention sought? Y/N
5. Have you made any definite plans to  kill yourself or harm yourself?
Y/N
5b. What in particular have you thought about doing?
5c. What preparation has been made (eg, buying or stock-piling tablets)
5d. Are proposed means readily available? Y/N
5e. Where? How? When?
6. W hat stops you from acting on those thoughts right now? (eg, children /  
family/ religious beliefs /  other)
7. Is there anything th a t would happen th a t may make you m ore likely to  act on 
those thoughts?
For low risk pts. who would like/ indicate a need for additional counselling support:
Offer clinician callback within 24 hours a t |
Referral to  local MIND /  Samaritans 
- >  Referral to  Chaplaincy a t I
For moderate to  high risk pts:
8. When you leave the clinic, how safe do you feel?
8b. Where are you going to go?
Who's going to be there?
What plans do you have for the next week?
If Pt can't give plans, seems isolated, preoccupied with thoughts of suicide/ self-harm:
9. Can you guarantee your safety overnight? Y/N
If No refer to  A&E.
^  inform S H / N W / K R / A S
If Yes “> call GP fax letter of referral detailing MINI scores with copy of com pleted
risk protocol requesting urgent psychiatric assessm ent.
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-> Provide support Information on crisis services (A&E, GP, MIND, Samaritans, 
Chaplaincy)
Inform S H / N W / K R  /  AS 
-> Clinician callback from within 24 hours to  follow up
RISK IDENTIFIED
LOW
Suicidal ideation may be 
indicated, but thoughts are 
fleeting.
No intent or definite plans.
Strong protective factors.
Provide signposting sheet
Discuss options with 
participant:
Clinician callback from
within 24hrs
Direct to local MIND /  
Samaritans service
Chaplaincy
MEDIUM
Some concerns raised but they 
are non-immediate.
Participant is supported, can 
give plans for the next week.
If pt consents: urgent faxed 
referral to GP and/or duty 
mental health team where 
appropriate, requesting 
psychiatric assessment. Call 
and fax letter detailing 
participant's MINI scores, with 
copy of completed risk 
protocol.
For all medium risk pts:
Provide signposting sheet 
highlighting info on crisis 
services (A&E, GP, MIND, 
Samaritans, Chaplaincy).
HIGH
Immediate high risk 
identified. Participant 
preoccupied with suicidal 
thoughts/ plans and 
appears isolated.
Refer to  A&E
If agrees, call an 
ambulance
If declines, call police
Urgent faxed referral to 
A&E requesting 
psychiatric assessment.
Call and fax letter detailing 
participant's MINI scores, 
with copy of completed 
risk protocol. Send same 
info to GP.
Accident and Emergency Psychiatric Liaison Service:
The Hospital Tel:
m  Hospital Tel:
Clinicians
170
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172
Stage 1 
(Information giving)
0-6 weeks post facial trauma
Potential participants identified by clinical team from 
medical notes
Participant provided with verbal and written information 
about the study at their first outpatient clinic appointment 
with Consultant Maxillofacial Surgeon /  team.
Clinical and Demographic schedule completed by team
Stage 1
(Opt-in to research participation)
> 48 hours after first outpatient appointment
Patients who have agreed to be contacted by research team 
will be telephoned and invited to participate in research, 
and a meeting organised to coincide with their next 
maxillofacial outpatient appointment
stage 2
(Written consent gained & Baseiine data coiiection)
4-6 weeks after first outpatient appointment, attendance at 
Z""* outpatient appointment
Participant provided again with verbal and written 
information about the study at their follow-up outpatient 
clinic appointment by researcher
Signed Consent Form
&
Stage 3 
(6 month foiiow up)
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Stage 3 
Quantitative Questionnaires
MINI screen 
LEG (any further trauma since Stage 2) 
Derriford Appearance Scale (DAS 24)
174
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Interview questions
1. Can you give me a brief overview of how you sustained your facial injury?
2. When you were interviewed previously by my colleague, you noted that there 
were some aspects of your appearance related to the facial injury that were 
bothering you -  can you tell me about that? Prompt fo r  psychosocial and 
behavioural impact o f  this, then and now i f  they highlight that this has 
changed over the six month period.
3. Can you tell me about any changes you or others that are close to you have 
noticed in your life as a result o f the injury? Prompt fo r  psychosocial change 
as well as functional change, how others responded to these changes and 
subsequent emotional impact on him.
4. I’m wondering if any of these changes have had an effect on how you see 
yourself, or how others see you? I f  they say that their facial injury has 
recovered, then prompt fo r  any changes that they noticed when they were 
concerned about their appearance, i f  they fe lt or thought about themselves 
differently in any way when they looked different. Do they think that i f  they 
were a woman the injury would have had a different effect on them?
5. Do you think how you sustained the facial injury has had an impact on any of 
the other things we’ve talked about today, for example, do you think anything 
we’ve discussed might have been different if  you had got the same injuries 
through falling off a bike rather than being assaulted?
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Appendix F: Excerpts o f transcripts w ith analysis
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Appendix G: Participant information sheet
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PATIENT INFORMATION SHEET
Research Study:
An Exploration of Psychological Responses, among Survivors of a Facial Injury.
You ore being invited to take part in a research study. Before you decide it is important for 
you to understand why the research is being done and what it wiil invoive. Piease take time 
to read the foiiowing information carefuiiy. Talk to others about the study if you wish. 
Piease ask us if there is anything that is not dear or if you would like more information. 
Take time to decide whether or not you wish to take part.
Who are we?
We are clinical psychologists and psychological researchers based at the
a specialist provider of treatment for post-traumatic stress disorder (PTSD) 
and trauma-related psychological problems in East London. We are working with the 
team the 
Hospitals to conduct this study.
What is the purpose of the study and why have I been chosen?
The study is being carried out to help us better understand the psychological consequences 
of facial injury. We are particularly interested in how many people develop PTSD after 
suffering a facial injury, how people cope and what they may need to help them overcome 
any psychological difficulties. You are being asked to take part in the study we are 
interested to understand how your facial injury has affected you. We will be asking 
between 100-200 patients to take part in the study.
Do I have to take part?
No, you do not have to take part. It is up to you to decide if you want to be involved. You 
are also free to withdraw at any time and without giving a reason. A decision not to take 
part or withdraw at any time will not affect your treatment at the
NHS any way. withdraw from
study, we will use the data collected up to your withdrawal, unless you tell us that you 
would like us to destroy this information.
How do I agree to  take part?
If you agree to take part, you will be given this information sheet to keep and be asked to 
sign a consent form. After taking part in the study, the researcher will not ask you take part 
in any further research linked to this study.
What will I have to  do?
You will be asked to complete a range of questionnaires with the researcher that ask how 
the facial injury has affected you. This will be carried out just before your next appointment 
at the Surgery and should not take more than thirty
minutes.
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We would also like to repeat the questionnaires at six-months to assess the longer-term 
impact of your injury. The researcher will contact you to arrange to meet you at the clinic 
at a time convenient for you, or, if you prefer, to complete the questionnaires via the 
telephone.
When we contact you again at the six-month stage, you will also be asked if you would be 
willing to complete a longer interview with the researcher, which will in more in depth and 
last between 45-60 minutes. This will include questions about how you are coping with the 
consequences of the facial injury you have experienced. If you agree to this the researcher 
will arrange to meet you at the clinic at a time convenient for you. The interview will be 
recorded on a digital audio recorder so that the researcher can transcribe (write-down) 
what you have said afterwards to analyse it.
Will I be paid any expenses?
Yes. You will be reimbursed for your travel costs each time you attend.
Will my taking part in this study be kept confidential?
All information which is collected about you during the course of the research will be kept 
strictly confidential. This means that your name, other personal details and what you say 
will remain confidential between you and the researcher. The clinical professionals involved 
in your care at the Surgery team will not have access to
the information that is shared during the interview. It will not be possible to identify you in 
any way in any way during analysis of data or in the write-up of the study results. If you 
take part in the longer interview, the audio recording of this may be transcribed using a 
transcription service. Any person providing a transcription service will be required to sign a 
confidentiality agreement prior to beginning the transcription work.
If you consent to take part in the research the people conducting the study will abide by the 
Data Protection Act 1998, and the rights you have under this Act.
When might you want to  share information about me with other people?
The only time we might need to share information about you is if you tell us something 
during the research which makes the researcher concerned for your safety and/or the 
safety of others, or if you disclose that you have committed a serious crime. The researcher 
will be obliged to share this with appropriate professionals so that necessary steps can be 
taken to protect those concerned. However, this would always be discussed with you first.
Will my GP be involved in the study?
Your GP will be notified of your participation in the study, with your consent.
If at any time your answers to our questionnaires indicate that you may be experiencing 
psychological difficulties, the researcher will discuss this with you and give you some 
Information Leaflets about different mental health difficulties (e.g., low mood, worries, 
using alcohol to cope with problems). We will ask you if we can contact your GP and share 
the information that we have collected from you. If you agree, we will write to your GP and 
recommend that they can meet with you and, if you both think it would be helpful, to refer 
you to a service that can help you with these difficulties (we can advise them about this). 
You can choose for us not to contact your GP and for the information you have shared to 
remain confidential.
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Will you look at my medical notes?
Yes. Relevant sections of any of your medical notes may be looked at by responsible 
from (this
always be someone in the research team). This is to ensure that the data we record is 
accurate, e.g., the medical nature of your facial injury. We will not look at sections of your 
medical notes that are not relevant to the research data collection.
What will happen to  the data collected in the research?
During the research all the information collected will be kept securely at either the
means no names, addresses, 
contact details or other data collected will be accessible outside of these services. All data 
will be anonymised (i.e., participants will be assigned 'codes') before being analysed and 
written up for publication.
The researcher and researcher's supervisor/s will have access to the information during the 
research study for supervision purposes. This is to ensure that that the study is being 
carried out properly. All will have a duty of confidentiality to you as a research participant 
and nothing that could reveal your identity with be disclosed outside the research site. Data 
collected during the research will be held for twenty years at the Institute of Psychotrauma. 
After this point it will be destroyed according to NHS Trust provisions for secure destruction 
of confidential data.
Study progress and the results of the research will be made available to the funding body. 
Charity at regular intervals. It will also be published in academic 
journals and presented at clinical conferences so other professionals can learn from our 
findings. It may be possible that something you say may be used as a direct quotation in 
articles written for publication. For all of these purposes, any identifying information will 
be removed and fictional names will be used to protect your identity so you are not 
recognisable. The results of the research will be made available to participants if interested.
Will the study affect me in any way?
Taking part in the interview should not cause you any harm. Similar studies in the past have 
been carried out safely.
You may find some of the questions are quite personal as they will ask you about the 
impact of the facial injury on your life now. If you find a question too personal or upsetting, 
you don't have to answer it. If you find any part of completing the questionnaires or 
interview upsetting, you can choose to take a break or stop the meeting. The researcher 
will be available to talk to you about any distress that you may be feeling and if extra 
support is required, will be able to provide details of where you can find this.
What might the possible benefits be of taking part?
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We cannot promise the study will help you but the information we get might help improve 
the treatment of people with facial injuries who have psychological difficulties, such as 
PTSD. Psychological difficulties are not normally assessed by the team at the
Surgery. Therefore, a possible advantage of taking part may be that, 
if we believe you are experiencing psychological difficulties following your facial injury, we 
can help you access the care that you need, via your GP.
What happens if there is a problem?
We would not expect you to suffer any harm or injury because of your participation in this 
study. If you are harmed by taking part in this study, there is no special compensation 
arrangement. If you are harmed due to someone's negligence, then you may have grounds 
for legal action but you may have to pay your legal costs. Regardless of this, if you wish to 
complain or have any concerns about any aspect of the way you have been approached or 
treated during the course of this study, the normal National Health Service complaints 
mechanisms should be available to you. These are outlined below.
You can contact the main researchers responsible for the study, either
You can also contact the Patient Advisory Liaison Service (PALS| 
PALS by asking at any hospital reception.
. You can also visit
If you wish to make a formal complaint, you can
NHS Trust, Healthcare Governance Directorate,
What happens when the research study stops?
Your the
regardless of whether the study is still being carried out. 
Who is organising and funding the research?
The project is being organised by clinicians at the
Has the study been approved by any committee?
Surgery will continue as normal.
Charity.
The study was given a favourable ethical opinion for conduct in the NHS by the 
Research Ethics Committee.
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If you have any other questions or would like to discuss your participation in the study, 
please feel free to speak to me when I meet with you, contact me by
telephone on or at
Thank you. Alternatively you may contact one of the researcher's supervisors at the
194
Appendix H: Participant consent form
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CONSENT FORM FOR PATIENTS
Version 2 ,09.03.2011, Investigator
Research Study:
An Exploration of Psychological Responses, among Survivors of a Facial Injury.
P lease initial b oxes to  ind icate ag reem en t
1. I confirm that I have read and understood the participant information sheet (Dated 
09.03.2011, Version 2) for the above study. I have had the opportunity to consider 
the information, ask questions and have these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free to withdraw at 
any time, without giving any reason, without my medical care or legal rights being 
affected.
3. I understand that relevant sections of any of my medical notes and data collected 
during the study, may be looked at by responsible individuals from
4. (all of whom are part of the research team) where it is relevant to my taking part in 
this research. I give permission for these individuals to have access to my records.
5. I consent to my medical notes being made accessible to the research team to 
ensure accurate data collection and for research administration
6. I agree to my GP being informed of my participation in this study.
7. I understand that if information is gathered during the research that indicates 
psychological support might be helpful to me, a letter saying this will be sent to my 
GP by the research team with copies of the questionnaires I have completed.
8. I understand that anything I say in the audio-recorded interview may be used as 
quotations in the written research project and also in any articles that may be
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written for publication. If this happens, fictional names will be used to protect my 
identity.
(Please note you may or may not be asked to complete this part
of the research)
9. I agree to take part in the above study.
Name of Participant Date Signature
Contact details (Mobile No, email, address)
Name of GP
Address and phone number of GP (if available)
Patient Identification Number for study
Researcher Date Signature
197
Research Log
Research Log
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1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
3 Critically reviewing relevant literature and evaluating research methods i/
4 Formulating specific research questions i /
5 Writing brief research proposals iX
6 Writing detailed research proposals/protocols
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly k/
8 Obtaining approval firom a research ethics committee i/
9 Obtaining appropriate supervision for research
10 Obtaining appropriate collaboration for research
11 Collecting data Srom research participants
12 Choosing appropriate design for research questions
13 Writing patient information and consent forms
14 Devising and administering questionnaires
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file v/
17 Conducting statistical data analysis using SPSS v/
18 Choosing appropriate statistical analyses
19 Preparing quantitative data for analysis
20 Choosing appropriate quantitative data analysis iX
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews vX
23 Transcribing and analysing interview data using qualitative methods X"
24 Choosing appropriate qualitative analyses X
25 Interpreting results firom quantitative and qualitative data analysis X
26 Presenting research findings in a variety o f contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or edited book X,
30 Applying research findings to clinical practice X
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